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The code of ethics of registered physical thera- 
pists and members of the American Physical 
Therapy Association requires that all treatment 
shall be given under the supervision of a physician 
and according to prescription. In hospitals, clinics, 
and doctors’ offices proper medical supervision 
can be provided easily. There are, however, many 
patients confined to their homes by conditions 
which could be benefited by physical therapy, 
and proper supervision of the therapists for this 
work is often difficult to secure. This situation is 
primarily the fault of the medical profession as 
the prescription of the referring doctors is often 
quite inadequate or totally lacking, thus placing 
too much responsibility on the physical therapist. 
Experience has also shown that physical therapy 
may be requested for prolonged periods of time 
without reexamination by the referring physician 
to determine its benefit. 

Physical therapists of visiting nurses’ associa- 
tions particularly feel the need of more medical 
supervision. As an aid to the solution of this prob- 
lem the following list of standing orders written 
by a certificant of the American Board of Physical 


Assistant ‘Clinical Professor of Medicine, Harvard Medical School, 
and Chief of Physical Medici M b General Hospital. 


Standing Orders and Priority Listings 


Arthur L. Watkins, M.D. 
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Medicine and Rehabilitation was prepared for 
a visiting nurses’ association. These orders have 
two purposes: first, they delimit procedures of a 
general nature from those which may be employed 
only with specific directions; and secondly, they 
set broad time limits for duration of treatment 
without examination by the referring physician. 
It is also hoped that they will serve an educational 
purpose by informing the doctors of the com- 
munity of established physical therapeutic meas- 
ures which may be profitably and safely used in 
the home. 

These orders are not examples of adequate 
prescriptions for physical therapy. For example, 
details of time, temperature, mode of application 
of heat, and frequency of treatment are omitted, 
and also specific therapeutic exercises. These de- 
tails should be supplied in writing or orally in 
conferences with the therapist. If the physician 
or surgeon is unable to supply these details be- 
cause of inexperience in physical medicine, the 
physical therapist may make tactful suggestions 
and secure approval. Further advice, when neces- 
sary, should be obtained from the medical advisory 
board which should have a qualified physiatrist 
available for consultation. 
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OUTLINE OF STANDING OrpERS FOR HOME 


THE PuHysicAL THERAPY REVIEW 


PHYSICAL THERAPY 


General Rules: 


No treatment shall be continued longer 
than six weeks without report of progress 
to referring physician for review of pre- 
scription. 

Use of heat to anesthetic skin areas is 
contraindicated. 


Home diathermy or other electrical appa- 
ratus not to be left in the home for 
patient's own use. 

Priority listing of conditions to be treated: 

Group I. Remediable congenital disabili- 
ties (for infants and children), frac- 
tures, dislocations, amputations, conva- 
lescent poliomyelitis, Treat as needed. 

Group II. Duration of treatment, 1-6 
months: cerebral vascular accidents, 
paraplegia, brain tumor, active rheuma- 
toid arthritis confined to bed, cerebral 
palsy, chronic poliomyelitis (continue 
if prescribed by clinic). 

Group III. Duration of treatment 4-6 
weeks, except treatment may be pro- 
longed if progress is being made: 
pernicious anemia with cord degenera- 
tion, tabes dorsalis, mild rheumatoid 
arthritis or degenerative arthritis, multi- 
ple sclerosis, muscular atrophy or dys- 
trophy. Patient and family to carry on 
alone at termination or infrequent visits 
for supervision. 

Group IV. To be treated only if all 
referrals in Groups I, II, and III are 
cared for. Brain tumor with mental 
defect, carcinoma with metastases, cere- 
bral vascular accident with mental de- 
ficiency or no progress after three 
months, Parkinson's disease with no 
improvement after adequate trial, cere- 
bral palsy with severe mental deficiency. 


Rules for Specifie Conditions: 


Amputations 

A. Conditioning exercises 

B. Instruction in bandaging and care of 
stump 

C. Passive stretching to prevent flexion 
and abduction deformity of hip 

D. Resisted exercises for stump muscles 

E. Graded ambulation as progress per- 
mits, starting with balance and pro- 
gressing to stair climbing 


IIL. 


Vi. 


Il. 


Vol. 31, No. 6 


Arthritis, Rheumatoid Acute 

A. Hot packs and baths 

B. Active assisted exercises for peripheral 
joints to maintain range of motion 

C. Gentle passive stretching to point of 
pain 

D. Active stretching for correction of 
deformities 
Strengthening exercises for weak mus- 
cles 

F. Removal of apparatus for exercise 
upon approval oF physician 

G. Graded ambulation as ordered 

Burns 

A. Conditioning exercises to unaffected 
parts 

B. Passive exercises for range of painless 
motion 

C. Do not remove dressing or fixation 
without specific order 

D. Active assisted exercises to increase 
motion 

E. Instruction in functional use of hand 

F. Massage for long-standing scarred 
contractures 

G. Hydrotherapy not above 108 degrees 
F. and other thermal treatment with 
caution 

Bursitis (shoulder) 

A. Local heat and sedative massage 

B. Graded active stretching exercises as 

tolerated 


Cerebral Vascular Accidents 
A. Passive movement to maintain joint 
range, pulley for shoulder 
B. Muscle reeducation 
C. Resisted exercises, particularly for fin- 
ger and wrist extensors and hip flexors 
D. Muscular coordination and balance 
exercises 
E. Graded ambulation and gait training 
F. Mild heat, gentle massage for painful 
areas only if sensation intact 
G. Training in activities of daily living 
Dislocations 
A. Conditioning exercises to unaffected 
parts 
B. Removal of apparatus and movement 
only by specific order 
Setting exercises in fixation 
. Tonic gentle massage and heat only 
if requested 
Exercises 
1. Active assisted only. Range and 
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direction of motion to be speci- 
fied by referral. 
2. Passive or resisted exercises only as 


specifically ordered 


VII. Fractures 


VII. 


A. Conditioning exercises for unaffected 
parts and muscle setting exercises 
B. General rules following removal of 
fixation 
1. Massage (if requested), gentle 
tonic for circulation 
2. Exercises 
a. Active or active assisted only 
b. Passive stretching upon specific 
order only 
c. Resisted exercise upon specific 
order only 
d. Progressive resistance exercise 
routine: Test 10-repetition max- 
imum, not 1-repetition maxi- 
mum, and not over 30 repeti- 
tions for amy one exercise. 
These may be started before 
weight bearing without support 
if permitted. 
e. Functional activites of daily 
living 
. No heat through cast or apparatus 
. Removal of apparatus and movement 
of affected part only by specific order 
. Report any undue pain, swelling, 
sensory, motor, or circulatory disturb- 
ance at once. 
. Weight bearing and ambulation with 
or without crutches only with specific 
orders 


Metastatic Disease 

A. Heat used with caution and not at all 
if sensation impaired 

B. Massage if it relieves pain 

C. Specific orders needed for other treat- 
ment 


. Multiple Sclerosis 


A. Heat for relief of spasticity as toler- 
ated if sensation intact 

B. Passive stretching for contractures 

C. Coordination exercises 

D. Strengthening exercises including re- 
sistance for weak muscles, chiefly hip 
flexors and foot dorsiflexors 

E. Gait training 

F. Functional training for daily activities 


X. Osteotomies—same orders as for fractures 


XI. 


Paraplegia—specific orders indicated. If 


THE PuHysicAL THERAPY REVIEW 221 


not received, primary treatment is func- 
tional training as in use of apparatus and 
upper extremities, passive stretching for 
contractures. Massage may be used in 
preparation for other measures. 


. Parkinson's Disease 


A. Heat for painful joints if present and 
tolerated 
. Gentle passive stretching for relaxa- 
tion 
. Strengthening exercises for weak mus- 
cles to aid ambulation 
. Gait training 
Functional training for daily activities 
_ Peripheral Neuritis and Polyneuritis 
A. Heat for pain if tolerated; contra- 
indicated if sensory defect 
B. Otherwise follow poliomyelitis orders 


. Poliomyelitis, Convalescent 


A. Hot packs or tubs for spasm and pain 

B. Positioning in bed for protection of 
weakened muscle groups 

C. Passive exercise for normal range and 
gentle stretching of tight muscle 
groups (heel cords, hamstrings, shoul- 
der rotators, and adductors, or other 
specific orders) 

. Reeducation and active graded 

strengthening 

E. Graded ambulation on specific orders 
only 

F. Resisted exercises—specific orders re- 


quired 


. Postoperative Brain Tumors—same orders 


as hemiplegia 


. Progressive Muscular Atrophy and/or 


A. Passive stretching for contractures if 
present 
B. Gentle massage for circulation of 
most affected areas 
Functional training 
Torticollis 
A. Local heat 
B. Active stretching 
C. Posture alignment 
D. Active exercise to strengthen weak 
muscles 
. Mirror exercises for alignment 


XVIII. Tabes Dorsalis 


A. Coordination and strengthening ex- 
ercises 

B. Gait training 

C. Functional training for daily activities 
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XIX. Individual Specific Orders Required for 
the Following Conditions: 
Muscle strain and contusion 
Osteomyelitis 
Peripheral vascular disease 
. Pernicious anemia with cord degen- 
eration 
Remediable congenital disabilities 
1. Brachial palsy 
2. Club feet 
3. Dislocated hip 
4. Postural defect 


> 


In reviewing the standing orders and priority 
listings here presented, it is necessary to keep in 
mind that the Physical Therapy Service of the 
Visiting Nurse Association is essentially a home 
care program which meets the needs of patients 
who are unable to go to outpatient departments or 
doctors’ offices for physical therapy treatments 
medically prescribed. Specifically the following 
groups of patients are included. 

A. the non-ambulatory 

B. the homebound because of physical or emo- 

tional handicaps 

C. those whose home situations make routine 

visits to the hospital or doctor's office very 
difficult 

D. those for whom the fatigue of travel to and 

from the hospital or doctor's office would 
nullify the benefit of any treatment received 

E. those patients of private physicians who can- 

not afford or for whom the services of a 
private physical therapist are not available 


The policy of the Visiting Nurse Association of 
Boston is to accept all patients referred by any 
licensed physician in the state. This results in a 
variety of medical prescriptions for physical ther- 
apy. A few physicians order just ‘physical ther- 
apy.” This blanket order, in our opinion, places too 
much responsibility on the therapist. Others order 
“heat, massage” routinely on all conditions. Many 
physicians give excellent prescriptions describing 
specifically just what treatment is to be carried out. 
However, the Association felt that enough pre- 
scriptions were inadequate to justify discussing the 
situation with the Medical Advisory Committee 
of which Dr. Arthur Watkins is a member. The 
result was the Standing Orders here presented. 
Now when a physician refers a patient with the 
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5. Spina bifida 
6. Cerebral palsy 
F. Spinal Cord Tumor 


Summary and Conclusions 

Physical therapy, whether in the hospital, office, 
or home, should be administered according to 
medical prescription. 

An outline of standing orders for home physi- 
cal therapy has been prepared to guide physical 
therapists of visiting nurses’ associations and to 
aid in the education of general practitioners in 
the prescription of physical therapy. 


Mary Macdonald, Physical Therapy Supervisor, Boston V.N.A. 


general order of “physical therapy” the therapist 
usually says, ‘Then you want us to use the stand- 
ing orders drawn up by our Medical Advisory 
Committee. They are, etc.” And she states the 
orders as they are written for the particular diag- 
nosis. The physician then decides whether he wants 
any adjustment or whether he will accept the 
standing prescription as it is. 

Another problem was that of reluctance on the 
part of physicians to terminate treatments on pa- 
tients who had been on a plateau for several 
months. There was also the problem of patients 
shopping around from physician to physician ask- 
ing each one in turn to refer them to the V.N.A. 
physical therapy service. There was much more 
work than could be done by the staff and we could 
not justify adding more therapists. This problem, 
too, was brought before the Medical Advisory 
Committee. The priority listings were then drawn 
up and have been extremely helpful. Rationing of 
service is always on the basis of need as determined 
by the ratings rather than on the basis of ability 
to pay. When a physician calls to say he wants 
physical therapy extended or reactivated on a pa- 
tient who has a prolonged illness and whose con- 
dition has not changed, we utilize the priority 
listings. A note is made on each patient's record 
indicating the group in which he falls. When a 
therapist is off due to illness, her records are re- 
viewed in terms of the priority listings and the 
physical therapy supervisor is informed as to how 
many patients of hers must be seen that day. This 
facilitates planning considerably. Both the stand- 
ing orders and the priority listings have been of 
immeasurable assistance to the professional staff 
of the Association; but what is of even greater 
importance, in our opinion, they have resulted in 
improving the quality of service which is given 
the patient and the community. 
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Physical Therapy in State Crippled 


Childrens Programs 


Medical and Administratiue Policies 


Clara M. Arrington 


During the past few years, as physicians work- 
ing in state crippled children’s programs became 
more aware of the value of physical therapy, case 
loads of state physical therapists increased faster 
than new personnel could be employed. 

In an effort to meet this problem, an evaluation 
of the types of cases receiving physical therapy 
services was made in several states. Among the 
facts revealed by this evaluation were: 

that some cases were being treated for years 

without any change being shown on the pa- 
tient’s manual muscle test, functional activity 
chart, or physician’s summary ; 

that conditions for which patients were being 

referred for treatment and the number of 
times a patient was receiving treatment did 
not necessarily reflect the needs of the particu- 
lar patient; 

that the physical therapy services were failing to 

meet the needs of the crippled children in 
the state. (To cite an example: chronic polio- 
myelitis cases, five and six years after the 
initial attack, whose muscles had shown no 
change in two or three years, were still being 
referred for exercises to strengthen zero and 
trace muscles. Yet these same patients were 
able to carry on daily activities commensurate 
with their disabilities. ) 


Problems such as these were believed to have 
arisen because, prior to 1946, agencies had not 
established specific administrative and medical pol- 
icies fer physical therapy services. However, since 
that time, state crippled children’s agencies have 
been developing policies regarding: (1) priorities 
for selection of patients for treatment; (2) written 
and signed malicit referral forms; (3) interval 


Physical Therapy Consultant, Children’s Bureau, Social Security Ad- 
ministration, Federal Security Agency. 


a patient is to be carried between medical evalua- 
tion and prescription; (4) frequency of visits to 
or by physical therapist, based on need of patient; 
(5) routine administration of functional and man- 
ual muscle tests; (6) change in emphasis of 
treatment. 


Priorities for Selection of Patients for 
Physical Therapy 


Each state agency makes its own listing of pri- 
orities to suit its own state needs. These needs 
vary from state to state and change from year to 
year to reflect the changing patient needs. 

One state may determine that patients with cere- 
bral palsy should receive first consideration in a 
home care program, since the other patients can 
be hospitalized or receive treatment on an out- 
patient basis. Another state may feel that recent 
poliomyelitis (1-6 months) should have priority. 
The following is a listing of priority as set up by 
one state: 

1. Recent poliomyelitis 
2. Recent injuries 
3. Early congenital deformities and birth in- 
juries 
4. Early postoperative cases 
5. Contractures and other conditions becoming 
progressively worse without treatment 
. Amputations 
. Chronic poliomyelitis (after 12 months) 
. Cerebral palsy 
. Chronic illness of long duration 
. Poor body mechanics 
. Flat feet 


Medical Referral Forms 


From the beginning, physical therapy services 
have been given only by a referral from a licensed 
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physician, most patients being referred by an 
orthopedic surgeon working in a clinic run by the 
crippled children’s agency. As the program pro- 
gressed, it became apparent that, in order for the 
physical therapist to do a better job of rehabilita- 
tion, more information was needed from the physi- 
cian. To take care of this, state agencies began de- 
veloping medical referral blanks. On these blanks 
the referring physician records specific treatment, 
long-range aims, and specific aims of treatment, 
amount and kind of daily activities the patient is 
to have, and instructions regarding wearing of 
braces and use of crutches and canes. These forms 
are usually set up so that the physician need check 
only the treatment which is desired. A space is 
provided for his comments and signature. 


Interval Patient to Receive Treatment Between 
Medical Evaluations and Prescriptions 

State crippled children’s clinics may be held 
weekly, once a month, every three months, every 
six months, or once a year. Because of this varia- 
tion in schedules, some patients may not be seen 
by the physician as frequently as is thought neces- 
sary to carry on productive physical therapy treat- 
ments. 

In the past, it was not unusual for a physician 
to prescribe physical therapy with a notation that 
the patient was not to be seen again by him for a 
year or more. This meant that the patient had to 
be carried by the poy therapist without change 
in treatment until next seen in a medical clinic. 
As a result, the physical therapist often was placed 
in a position of assuming the physician's preroga- 
tive of medical evaluation. To prevent such a situ- 
ation, many states have limited the number of 
weeks or months a patient may be carried between 
medical evaluation. 

The length of time a prescription for a particu- 
lar patient is valid varies from state to state. Where 
a definite policy has been established, it usually 
varies from a one-month interval for recent polios, 
to three months for chronic conditions, to a maxi- 
mum of six months for cases such as cerebral 
palsy. In those cases in which it is impossible for 
the patient to be seen by the physician at the 
designated time, the physical therapist sends a 
summary of the patient's condition to the phy- 
sician. On the basis of this summary, the physician 
may reevaluate the case. 


Frequency of Visit to or by the Physical Therapist 


Setting up criteria for determining how often 
a patient needs to be supervised by the physical 


therapist is not easy. Many factors have to be taken 
into consideration, such as—severity of involve- 
ment as determined by the physician, capability of 
patient and his family to carry out recommended 
treatment, accessibility of patient's home in rela- 
tion to main thoroughfares, proximity of other 
patients, and number of therapists on state agency 
staff. 

In those states that have set up criteria for fre- 
quency of visits, the visits are usually based on the 
priority listing for selection of patients. Thus the 
patients in the highest position on the list would 
receive more frequent visits than those listed in 
the lower bracket. 

One state determined the maximum frequency 
of visits for the most severe in the first priority 
listing as being once a week; less severe, every two 
weeks; and for all other cases, once a month. 


Manual Muscle and Functional Tests 


In the past, tremendous variations existed as to 
when tests were ordered. As a result, the tests were 
not as useful in making diagnoses or in measuring 
the patient's progress. To correct this, a policy 
relating to the administering of muscle and func- 
tional tests on the basis of standing orders became 
necessary. The following has been the procedure 
most often adopted: 


1. All cases with muscular weaknesses will re- 
ceive a manual muscle test 
(a) As soon as referred 
(b) At the end of three months (recent 
poliomyelitis cases at the end of two 
weeks ) 
(c) At the end of six months 
(d) At the end of twelve months 
(e) Thereafter before each clinic visit if 
the patient is still being treated 
2. All cases will receive functional tests 
(a) As soon as referred for treatment 
(b) At the end of three months 
(c) Every three months thereafter as long 
as treated 


Both functional tests and muscle tests may be 
ordered at any other time interval desired by the 
physician. 


Change in Emphasis of Treatment 


With more knowledge about the effectiveness of 
therapeutic exercise and activities within given 
stages of a diagnostic entity, state crippled chil- 
dren's agencies have found it expedient to estab- 
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lish a policy regarding the emphasis of treatment. 
Such a policy is directed toward rendering the best 
possible care in bringing about the physical reha- 
bilitation of the patient. For example, one state 
has developed the following policy: (1) All re- 
cent poliomyelitis cases with affected muscles may 
be given individual muscle reeducation exercises 
for a period of twelve to eighteen months; (2) 
chronic poliomyelitis cases (after eighteen months ) 
who have shown no change in muscle strength 
for a period of six months may receive treatment 
directed primarily toward the performance of daily 
activities, at the same time maintaining muscle 
strength and joint motion. 
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Comment 


The establishment of definite policies is a difh- 
cult task, even when the need is recognized by the 
medical director of the crippled children’s agency 
and the physical therapists working in the pro- 
gram. The medical director can establish some of 
the policies as administrative, such as when func- 
tional and manual muscle tests will be given. 
Other policies relating to priorities of patients, 
length of time patients are carried between medi- 
cal referrals, frequency of visits, and changes in 
treatment emphasis, usually have to be approved 
by the medical advisory committee and have the 
support of the physicians working in the program. 


Reprinted from The Military Surgeon, Vol. 108, No. 3, March, 1951 


There Are Challenges in Electrotherapy” 


Captain Margaret L. Moore, M.S., WMSC, U.S. Army Reserve 


In the past few years many of us in physical 
therapy have felt the need for additional work in 
so-called rehabilitation technics for the treatment 
of poliomyelitis. There have been quite a few of 
us who have availed ourselves of opportunities in 
short term courses or graduate work in order to 
satisfy current needs in selected areas of physical 
therapy, occupational therapy, or dietitics. Better 
prepared professional personnel is the result. 
Countless others give voice to the need for such 
work but staunchly resist any opportunity to bring 
themselves up to date if the endeavor calls for a 
little hard study. Knowledge and technic in the 
field of therapeutic exercise, for instance, have ad- 
vanced significantly during the past few years. 
Public and professional attention has been openly 
directed to these most worth-while advances. There 
is every indication that this knowledge is or should 
be an integral part of the present curriculum in 
Educational Consultant, American Physical Therapy Association. 


*Read at the 57th Annual Convention of the Association of Military 
Sargeons, Hotel Statler, New York, N. Y., Nov, 9-11, 1950. 


schools of physical therapy, if not in occupational 
therapy. 

On the other hand how many of us in physical 
therapy could carry out skillfully the electrical 
diagnostic procedures necessary for an adequate 
evaluation of a suspected peripheral nerve lesion 
if requested to do so by our prescribing physician. 
Are you continuing to stimulate neuromuscular 
conditions with interrupted galvanic current by 
means of manually controlled make and break 
keys simply because you are not prepared to apply 
the technics of stimulation by variable frequencies ? 
Have you given prescribed ion transfers in the past 
six months that you felt were well executed? If 
you have seen an electromyographic unit have you 
hurried by with the comment, conscious or other- 
wise, “My that looks complicated; electro just 
scares me to death” ? When did you read carefully 
and absorb the essence of an article on some phase 
of electrotherapy printed in The Physical Therapy 
Review or any other current medical journal? If 
you can not answer these items in the affirmative, 
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then my comments are directed to you. My com- 
ments are directed to all of us, regardless of our 
field, who have become so specialized that we are 
unable to listen intelligently, read intelligently, or 
converse intelligently on other aspects of our pro- 
fessional field. A dietitian at the recent American 
Dietitics Association meetings in Washington, by 
an admitted mistake, attended a lecture on nutri- 
tion in cerebral palsy. The subject was entirely out 
of the area of her current work or interest. How- 
ever she listened intently to the speaker and later 
remarked that she had not realized the nutritional 
problems of such cases, and added that it was most 
refreshing to hear something new to her in the 
field of dietitics. 

We in professional fields have a responsibility 
not often acknowledged. Basic research and clin- 
ical research are an integral part of any profession. 
Professional people must participate in and carry 
on such research for their specialty in order that 
their field progress may develop along sound lines. 
All of us can’t be research scientists. There is too 
much worth while to be accomplished in other 
ways, but we must keep intelligently informed on 
the contributions that research has made to our 
area of interest. It is our duty and responsibility 
to carry on and develop these findings in the clin- 
ical situation. Academic and theoretical deductions 
can only be justified if made practical in applica- 
tion. There is no more crippling aspect of any pro- 
fession than stagnation and idle contentment with 
its present knowledge and position. 

While remarkable progress has been made in 
the area of therapeutic exercise, are we not neg- 
lecting the area of electrotherapy? The fact re- 
mains that even though she has never made a 
cherry pie, a good dietitian must know what in- 
gredients are needed in order to make one, and 
that an occupational therapist in a general hospital 
must appreciate the contributions that finger paint- 
ing can offer for the psychiatric patient. The phys- 
ical therapist in turn should maintain a sound 
knowledge of electrotherapy even though in his 
present situation he may have little call to use this 
knowledge. Electrotherapy should contribute tre- 
mendously to the field of physical therapy. Physical 
therapists should be well versed in these contribu- 
tions and should be capable of understanding and 
carrying out such electrotherapeutic procedures as 
are included in the realm of physical therapy 
activity. 

No course in our curriculum lacks more for 
capable well-informed physical therapy instructors 
than does electrotherapy. This field, especially in 
uses of low tension and low frequency currents, 
has been tremendously abused in the past. This 


abuse stemmed from ignorance as to physiological 
effects and adequate treatment pected as well 
as poorly controlled clinical experiences. With the 
knowledge available to us from excellently done 
basic research we are in a challenging position to 
reduce this abuse and to further advance electro- 
ye to a dignified and respected place in the 
clinical situation. 

In the early 1900's and even before, scientific 
investigators were concerned with the physiologicai 
aspects of denervated muscle and methods of ac- 
curately determining the physiological state of such 
tissue. At that time chronaxie determinations were 
declared accurate, precise, and objective. However, 
there was little carry-over of this knowledge into 
the clinical situation. For one thing, suitable clin- 
ical apparatus was not developed for the work. 
The classic Erb test was carried out in most in- 
stances. This examination made use of faradic and 
galvanic currents to determine the state of denerva- 
tion or innervation. Results were far from conclu- 
sive and the test was highly subjective. No reliable 
examination could be made with this method of 
the changing state of denervation from month to 
month in the individual patient's case. 

During the past war approximately twenty-one 
thousand men suffered injuries resulting in some 
form of peripheral nerve lesion. About eight thou- 
sand of these men underwent surgery for the ex- 
ploration and repair of these damaged nerves. 
Countless others suffered similar lesions from civil- 
ian accidents. Reliable methods of testing these 
cases were urgently needed both preoperatively 
and postoperatively. The Erb test was again most 
inadequate for the need. A research group at 
Northwestern University developed a reliable diag- 
nostic test together with the apparatus necessary 
for its execution. Research in the past had shown 
the way for this present test, but additional work 
was needed. No reliable practical method had been 
developed by which it could be carried out. The 
neurologist, the physiologist, the electrophysicist, 
the clinician, and others pooled their knowledge 
for the development and standardization of this 
electrical diagnostic examination. Involved tissue 
could now be studied by means of apparatus that 
produced currents of well-controlled, decreasing 
duration in accord with physiological principles. 
Research showed that certain mathematical values 
could be assigned for normal, denervating, de- 
nervated, and reinnervating tissues as the physio- 
logical state changed from month to month. 
Throughout the length of time from injury to 
recovery or disposition of a case, determinations 
of chronaxie, strength duration curves, galvanic 
tetanus ratios, repetitive stimuli, and other values 
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could be obtained and charted on scales of known 
values. 

The Department of the Army, Office of the 
Surgeon General, in recognizing the need and 
in appreciating the opportunity, worked closely 
with the original Northwestern University group 
through its Percy Jones Army Hospital neurosur- 
gical and physical therapy staff. The first constant 
current impulse stimulator by which the new so- 
called EDX, or electrical diagnostic examination, 
could be carried out was constructed in the shops 
of Percy Jones Army Hospital by patients and 
staff and made available to each Army neurosur- 
gical center. Physical therapists and physicians 
from each of these centers attended instructional 
courses at this hospital to become acquainted with 
this new procedure and its implications. There 
were many of us who carried those awkward ma- 
chines back to our respective posts of duty far 
from convinced of the rationality of such an under- 
taking. The test was tedious, time consuming, hard 
on the eyes, and at that time damaging to the dis- 
position of those whose lot it was to do four to 
eight tests a day. The intervening years have shown 
us that we were actually participating in an excit- 
ing new venture. Individuals from those original 
classes still form the nucleus of the current work 
being done in electrical diagnostic procedures. 
Several of them are now instructors in electrother- 
apy for approved schools of physical therapy. 
Many of these people are continuing to study and 
develop the newer testing method of electromy- 
ography. Visible, measurable criteria from this 
method of testing are proving a valuable addition 
to electrical diagnosis. Some workers in the field 
believe that in time this form of testing may com- 
pletely surpass and replace the present EDX meth- 
ods of determining chronaxie, strength duration 
curves, galvanic tetanus ratio, etc. At any rate, the 
developments are stimulating and challenging to 
the physical therapist. He should continue to make 
his contribution in carrying out the electrical diag- 
nostic procedures by which the referring or super- 
vising physician evaluates, diagnoses, and advises 
regarding the over-all implication of the individual 
case. 

A similarly sharp change has been made in the 
area of electrical stimulation of involved neuro- 
muscular tissue for exercise purposes. Stimulation 
in the past was carried out for the most part by 
the use of interrupted galvanic current manually 
controlled. The simple impulse was quick and pro- 
duced a twitch type of response in the stimulated 
tissue. By motor point a muscle may have been 
stimulated from three to thirty times and some- 
times more in one treatment period. The patient 
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was generally treated once a day or less. Less fre- 
quently a sinusoidal current was used. Certain 
electrical apparatus produced a so-called slow sinu- 
soidal current in a frequency range of 5 to 30 
cycles per minute which was said to be indicated 
for use on denervated tissue. A rapid sinusoidal 
current set to a frequency between 40 and 120 cy- 
cles per second, depending on the construction of 
the machine in use, was available for the stimula- 
tion of normal or innervated muscles. If tissue did 
not respond within these set frequencies the phys- 
ical therapist generally was unable to explain it and 
changed instead to interrupted galvanic stimula- 
tion which although generally more painful could 
be counted on to produce some form of response 
in most cases. 

Again basic research, aided by commercial ma- 
chines adequate for the purpose, is changing con- 
siderably this area of treatment. Much of what was 
done clinically is now recognized as ineffective or 
inadequate. The physical therapist must know why 
these methods are inadequate. He also should 
know about new current forms, methods of treat- 
ment, and the scientific reasons why these methods 
are sound. Much in-staff education and training 
remains to be done. As in the past, the well- 
informed physical therapist can contribute signifi- 
cantly to this groundwork and education. The 
technical means of stimulating electrically must 
be appreciated in the light of the actual physio- 
logical effects of such treatment. 

The physiological implications of electrical stim- 
ulation have been the subject of much investigative 
research. Based on this research, adequate stimula- 
tion with proper current forms may be said to 
result in the following effects to the tissue treated. 
Less connective tissue will be found in the stimu- 
lated muscle. Muscle fibers of greater diameter 
remain in the stimulated area. The expected de- 
crease in protein, myosine, non-protein nitrogen, 
glycogen, and creatine is retarded. Muscular con- 
traction remains more brisk and the expected 
change in chronaxie is retarded. Less fatigue is 
evident in treated tissue and the muscle attains its 
normal measurements and strength more quickly. 
These conclusions are the result of work done by 
Fischer, Gutman and Guttman, Kosman, Hines, 
Osborn, Pollock, and many others. 

Also based on the research of these and others, 
new theories on current forms and methods of 
treatment have been advocated. It is known that 
muscular tissue in any state of excitability can be 
made to contract with most any low frequency 
current if enough amperage is used. Innervated 
and denervated muscles, however, respond more 
easily and with less current, in certain frequency 
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ranges. These are somewhat different from the 
older slow sinusoidal and fast sinusoidal ranges. 
A sine current with a frequency from 40 to 120 
cycles per second is adapted to innervated tissue 
with the peak performance from 60 to 90 cycles 
per second in most cases. Recent investigation in- 
dicated that denervated tissue gets its best physi- 
ological response and with less current needed 
with a sine current from 20 to 25 cycles per sec- 
ond. This is a great change from the older slow 
sinusoidal frequency ranges. These ranges are of 
course experimental norms, and individual cases 
will vary in response. 

How can we then adapt these currents to pro- 
duce the desired physiological effects? The basic 
research which was mentioned previously has in- 
dicated that the correct frequency is not enough 
in itself to produce the desired effect. The proper 
current form should be selected in each case and 
tension produced within the muscle. Realizing that 
a tetanic contraction is four times stronger than 
a twitch, the current should be adjusted to that 
end. Older forms of current surely did not ac- 
complish this effect. Sufficient current should be 
used to produce a vigorous contraction and resist- 
ance should be added, manually if necessary, to the 
contracting muscle in order to increase the work 
done 

The selected frequency of current should be 
surged or modulated approximately 15-20 times 
a minute and a complete rest period should be 
allowed between each tetanic contraction. Surge 
time and rest times are generally adapted through 
the manual controls of the machine in use. 

Stimulation should be carried out for ten min- 
utes or longer on each motor point or with each 
group set-up. It may continue until fatigue is evi- 
dent. Damage is not produced when the stimula- 
tion is carried out past the point of fatigue but 
useful time is wasted. Frequently a rest period 
between bouts of stimulation is sufficient to pro- 
duce recovery from fatigue so that the process can 
be repeated. 

To secure the best over-all physiological effect 
stimulation should begin as soon after injury as 
possible and should be carried on until voluntary 
return is well established. During this period of 
time, adjustment will be needed in the current 
frequency as the physiological state of the muscle 
changes in relation to its innervation. 

The material presented here is not new nor is 
it original. Admittedly it is incomplete as given 
but it is not the purpose of this presentation to 
make a complete coverage of these subjects. The 
intent is to point out the marked changes that 
have taken place in two small areas of treatment 
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and that these changes have not been adapted to 
clinical use as much as their proven value would 
indicate that they should be. All of us should 
take time to acquaint ourselves with these recom- 
mended changes in treatment in order that technics 
of proven value may replace antiquated valueless 
ones, if the field in which we work is to continue 
to progress in a professional manner. 

It would be possible to contrast the trends in 
ion transfer as has been Jone in electrical diag- 
nosis and electrical stimulation. The main issue to 
be made is that abuse of this treatment has dam- 
aged its position in electrotherapy. Kovacs in the 
recent edition of Electrotherapy and Light Therapy 
stresses this point and implies that carelessly exe- 
cuted treatments of too short duration and with 
inadequate current strength have been responsible 
for the seeming lack of results from ion transfer. 
Reports on this subject in the literature are few. 

If those of us who treated decubiti with zinc 
peroxide or zinc sulphate; corneal ulcers with 
penicillin chlorides; arthritic conditions with hista- 
mine compounds; and other conditions had had 
the foresight to critically evaluate and ‘record the 
results of treatments, a very fine contribution could 
have been made to medical reporting. A tremen- 
dous amount of valuable information has been 
lost. It has been said that every professional per- 
son should feel it his duty to contribute to the 
current literature in his field. We often search the 
literature for reports on a special field of interest 
without remembering that we, too, have had an 
opportunity to make a worth-while contribution to 
that literature. It may well be a duty and an obli- 
gation which we have shunned. 

In conclusion: We in the medical specialties 
or ancillary medical services have a continuing re- 
sponsibility to our fields in order to keep them on 
the high professional levels to which they have 
been developed. Individually we must continue to 
grow in knowledge as current research and clinical 
developments indicate. We dare not allow our- 
selves to become complacent aboyt our present 
positions or dangerously one-sided in our interests. 
If specialization is the order of the day those 
engaged in professional pursuits should keep a 
broad outlook even while they are better prepared 
for work in a restricted area. 

Professional men and women should feel a 
moral obligation to contribute clinical reports, 
scientific investigation, and other informative ma- 
terial to their respective journals or other current 
publications. Individually there is a tremendous 
contribution which each of us can make to our 
respective professional fields if we will avail our- 
selves of the opportunities surrounding us. 
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Bilateral Compression of the Radial Nere 
(Cuttch Paralysis ) 


Louis N. Rudin, M.D., and Leon Levine, M.D. 


The extensive use of crutches in rehabilitation 
makes crutch paralysis an ever present hazard and 
calls for alertness and care in their proper fitting, 
padding, and use. It has been stated in standard 
textbooks of surgery that the radial nerve is the 
most frequently injured of all the peripheral 
nerves. It is often od The com- 
mon pressure paralysis is caused by the arm hang- 
ing away from the body over a hard object, hence 
the various names “‘sleep,” “Saturday night,” 
“anesthetic,” and “crutch” paralysis. 

The origin, course, and relations of the radial 
nerve make it susceptible to compression paralysis. 
The radial nerve arises from the posterior cord of 
the brachial plexus and, for a considerable part 
of its course, it is closely related to the humerus, 
winding about the posterior surface from within 
outward, between the long and the lateral heads 
of the triceps. Then it courses in the radial groove 
of the humerus and it pierces the lateral intermus- 
cular about 10 cm. above the external 
condyle, where its terminal branches, motor and 
sensory, arise. 

The radial nerve supplies motor nerves to the 
triceps muscle, and, through its posterior interos- 
seous branch, also supplies the extensors of the 
wrist and fingers. The extent of the motor and 
sensory involvement in a radial nerve injury will 
depend upon the level of injury and whether it 
is a mild or severe compression, or whether or not 
there is complete or partial anatomic interruption. 


Report of Cases: 

Case 1—A 32-year-old male sustained a fracture 
of the left os calcis on December 2, 1949, which 
was reduced by pin traction and incorporated in 
a cast. The patient was sent home on crutches. 
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About one week following discharge from the hos- 
pital he noticed tingling and numbness in the 
fingers of both hands, and the upper extremities 
became weak. The weakness became progressively 
worse until he could not extend his elbows and 
wrists and was unable to use his crutches. He re- 
ported to the outpatient clinic and was referred 
to the Veterans Administration Hospital, Fort 
Howard, for further treatment. 

Physical examination revealed the following 
abnormal findings: Those of a fracture of the left 
os calcis encased in a plaster boot and positive 
neurological findings ame 3 to both upper ex- 
tremities. The patient had weakness of both upper 
extremities and a bilateral wrist drop. (See Figure 
1.) There was no evidence of muscle atrophy. He 
was unable to extend fully both forearms. The 
triceps and extensor reflexes were barely obtain- 
able. There was no definite sensory involvement, 
as determined by pin prick and cotton. Patient 
was referred to Physical Medicine for electrical 
diagnosis and treatment of wrist drop. Electrical 
examination revealed that the muscles supplied 
by both radial nerves required a higher than nor- 
mal intensity of faradic current to elicit a minimal 


Figure 1. (Case 1) Crutch paralysis 
involving radial nerves. 
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response and cathodal closing contraction was 
greater than anodal closing contraction. A diag- 
nosis of mild partial Reaction of Degeneration was 
made. Muscle examination revealed inability to 
extend forearms fuily and inability to extend both 
wrists and thumbs against gravity. The rest of the 
musculature of both upper extremities showed no 
abnormal findings. The treatment consisted of 
whirlpool baths to both upper extremities, temper- 
ature 105 to 107 degrees F., 15 minutes, twice 
daily, followed by electrical stimulation using di- 
rect, surging, interrupted current of alternate po- 
larity, 18 to 20 contractions per minute for 15 
minutes, after which cock-up splints were applied. 
During his five-week stay in the hospital, func- 
tion gradually returned to the extent that patient 
could extend his wrists against gravity voluntarily 
but was unable to maintain this position for any 
length of time. He was started on active exercises 
to strengthen the extensors and was sent home 
with a walking boot and instructions to keep up 
the exercises and to return in a month for re- 
examination. 

Reexamination on March 3, 1950, revealed some 
residual weakness in extension of right wrist and 
thumb. 

Case 2 (See Figure 2.)—A 33-year-old male 
sustained a simple fracture of the right tibia and 
fibula, lower third, on January 1, 1950, and was 
admitted to the Veterans Administration Hospital, 
Fort Howard, Maryland. An open reduction, with 
screw fixation, was performed on January 17th. 
The postoperative course was uneventful and he 
was discharged on February 10th, with crutches 


Figure 2. (Case 2) Crutch paralysis 
involving radial nerves. 
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which were properly measured for his height and 
gtip. 

About a month later he noticed weakness of 
both hands, which became progressively worse. 
In a tew days a complete wrist drop developed on 
the right and a partial one on the left. He was 
readmitted to the hospital in April and examina- 
tion revealed that triceps and radial periosteal re- 
flexes were present on the left and the elbow mo- 
tions were normal; nevertheless he could not ex- 
tend left wrist beyond the neutral position (180 
degrees) and he was unable to maintain this posi- 
tion against gravity for any length of time. 

Electrical diagnosis showed normal response to 
faradic and galvanic currents in the right and left 
upper extremities (no R.D.). The handbars on the 
crutches were placed too low and the patient stated 
that he fa same down after release from the 
hospital. 

He received whirlpool baths to both upper ex- 
tremities at a temperature of 105 degrees F. for 
15 to 20 minutes, twice daily; electrical stimula- 
tion of extensors of both upper extremities, using 
surging direct interrupted current with alternate 
polarity (rapid sinusoidal, 350 cycles); exercise 
(active) to strengthen extensors of the upper ex- 
tremities ; and occupational therapy. 

A walking caliper was incorporated in the cast 
and the crutches were discarded. After two weeks 
the patient was discharged from the hospital with 
almost complete recovery. There still was residual 
weakness on extending both wrists against re- 
sistance. 


Pathological Physiology of Compression 


of Peripheral Nerves 


Paralyses due to localized pressure were recog- 
nized by W. Erb who wrote: ‘Even a slight me- 
chanical action may so change the molecular con- 
stitution of the motor nerves as to abolish their 
power of conduction. Experience teaches that .mo- 
tor nerves offer less resistance to such lesions than 
the sensory ones do.” In another place the same 
author stated “In many paralyses scarcely any al- 
teration of electrical excitability is observed. This 
is the rule in slight traumatic paralysis, as in paral- 
ysis of the radial nerve from pressure.” 

Dejerine and Bernheim spoke of a loss of motor 
conductivity in nerve compression with preserva- 
tion of electrical excitability and cited a case of 
radial nerve paralysis from pressure during sleep, 
with autopsy twenty-five days later. They found 
Wallerian degeneration only in the nerve to the 
supinator longus muscle. Close examination of the 
radial nerve in the upper portion of the arm and 
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the other branches of the forearm revealed a gran- 
ular appearance of the myelin sheaths throughout 
these nerves, with vascular congestion at the sup- 
posed point of pressure. 

A British Committee on Nerve Injuries stated 
that with such transient pressure damage to the 
nerve “the axis cylinders are damaged but Wal- 
lerian degeneration does not take place; they tem- 
porarily lose their normal conductivity, but retain 
trophic power over the distal segment of the 
nerve.” Lewis, Pickering, and Rothschild studied 
the paralysis produced by the application of pres- 
sure to human limbs, both by the sphygmomanom- 
eter and by localized pressure on single nerves, 
and they concluded that such paralysis was due to 
ischemia of the compressed segment and not to 
peripheral stasis. Pain was a late involvement in 
direct pressure on human nerves. 

Denny-Brown and Charles Brenner in an ex- 
haustive clinical and experimental study of effects 
of compression of nerves by direct pressure con- 
cluded “When failure of motor conduction was 
complete, sensory impulses conducted by the com- 
pressed segments of the nerve were still unaffected, 
for peripheral electrical stimulation of a sensory 
branch caused a movement response in the animal 
as great as that from the same nerve in the op- 
posite limb.” These investigators also stated that 
the onset of paralysis was in general more rapid, 
the greater the applied pressure. This relationship 
was an expression of a corresponding relative de- 
gree of ischemia and not a direct consequence of 
pressure on nerve fibers. A paralysis with delayed 
recovery (intermediate type of paralysis) is asso- 
ciated with early vacuolation and swelling of axial 
cylinders and with vacuolation of the myelin. After 
forty-eight hours there is disappearance of myelin, 
beginning at the nodes of Ranvier. The axis cylin- 
der loses its argentophil property in this region 
and becomes thickened in the remaining interven- 
ing segment. From the evidence presented, atrophy 
of the paralyzed muscle from pressure appears to 
be prevented by anatomic connection with the 
motor neuron in the absence of nerve impulses. 


Crutches: 


Examination of the patients’ crutches revealed 
that they were either too long or the handbars 
were placed too low; as a result, too much pres- 
sure was exerted in the axilla. Crutch walking re- 
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quires instruction and one can not give a patient 
a pair of crutches and expect him to walk. In 
order to obtain the best functional results and 
avoid complications, it is first necessary to measure 
the patient properly for the crutches. One method 
is, with the patient lying straight in bed, measure 
from the anterior fold of the axilla to a point 6 
inches (15 cm.) out from the side of the foot. 
Another method is to measure from the anterior 
fold of the axilla to the foot and add 2 inches 
(5 cm.). 

When the subject is standing erect the hand- 
bars are adjusted so that the subject's elbows are 
bent at an angle of 30 degrees. As the subject 
becomes accustomed to the crutches, the height of 
the crutches and the hand pieces may be changed 
to suit his individual needs. Each should have a 
rubber cover over it to minimize pressure. The 
subject should take his weight mostly on his hands 
and the shoulder piece should just clear the arm- 
pit, so that a minimum of pressure is exerted 
against the axilla. 


Comment: 


Crutch paralysis is a fairly serious complication 
in orthopedic and rehabilitation work. The final 
results are, in most cases, favorable, recovery oc- 
curring after a variable period of time depending 
on the severity of compression. When crutch paral- 
ysis is superimposed on a pre-existing injury or 
disability involving the lower extremities, the pa- 
tient becomes totally disabled, as far as daily 
living is concerned. The importance of proper 
crutch prescription and instruction in their use 
cannot be overestimated. 


. Erb, W. H.: Diseases of the Peripheral Cerebrospinal Nerves, p. 
393 in H. von Ziemssen Cyclopedia of the Practice of Medicine, 
New York, William Wood and Company, 1876, Vol, X 


. Dejerine, J. J. and Bernheim: Sui un cas de paralyse radiale 
par compression, suivi d’autopsie, Rev. Neurol. 7:785-788, 1899. 


ad 


The Diagnosis and Treatment of Peripheral Nerve Injuries, Medical 
Research Council, Special Report Series No. 54, London, His 
Majesty's Stationery Office, 1-59, p. 49, 1920. 


Lewis, T.. Pickering, A. W., and Rothschild, P.: Centripetal 
Paralysis Arising Out of Arrested Bloodflow to the Limb, Includ- 
ing Notes on a Form of Tingling. Heart 16:1-32, 1931. 


. Paralysis of Nerve Induced by Direct Pressure and by Tourniquet, 
D. Denny-Brown, M.B., F.R.C.P. & Charles Brenner, M.D., Bos 
ton: Arch. Neurology and Psychiatry, Vol. 51; 1-26, Jan. 1944, 
No. 1, p. 8. 


What Every Physician Should Know About the Teaching of 
Crutch Walking, G. G. Deaver, M.D., J.A.M.A., Vol. 142, No. 7, 
p. 470-472, February 18, 1950. 
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Editorials 


4 28th Annual Conference of the American Physical Therapy Association promises to be 
one of the most enjoyable, both professionally and socially, ever to have been held. The combination 
of colorful Colorado and the excellent program which has been outlined should attract every physical 
therapist. 


May we urge you to read over carefully the proposed program, for we are sure there is much 
to interest each of our members. Much has been said in recent years concerning the necessity for con- 
tinuing our education in the advances in our field, and certainly our Annual Conference provides an 
excellent opportunity for just this. At Conference you will hear outstanding authorities discussing a 
variety of subjects, observe actual treatment technics as they apply to patient care, and have a chance 
to participate in discussions which will add immeasurably to your knowledge and growth. 


May we also call to your attention two aspects of Conference of major importance to every mem- 
ber; namely, the meetings of the House of Delegates, and the School Section. Your interest and 
participation in both of these groups is vital and it is hoped that everyone going to Colorado will 
plan to play an active role in these meetings. The deliberations of both of these bodies can be suc- 
cessful only when there is general interest and participation by all eligible persons. We sincerely urge 
each member to make every effort to be present for every meeting of those groups to which he has a 


responsibility. 


The Director Reporis: 


The Annual Conference is one of the most im- 
portant items of business in the National Office 
these days. Advance registration is good but we 
are hoping a lot more of you will be there. The 
Program Committee has worked very hard to pre- 
pare a stimulating and educational program. An 
unusual number of ‘‘experts’” has been procured, 
particularly in the chest symposium. 

Physical therapy in chest injuries or disease is a 
true frontier and all of us should welcome the op- 
portunity to learn about it. Mrs. May spent several 
years at Brompton Hospital in London where phys- 
ical therapy in chest conditions was developed. 
Mrs. Linduff also spent considerable time there, 
and after the war initiated the programs in the 
Veterans Administration hospitals. Major Cole, 
who was stationed at Fitzsimons, a chest center 
where the boys from Korea with chest injuries 
are sent, brings up-to-date information on this 
aspect of chest physical therapy. 
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The demonstrations will provide an opportunity 
for close-ups and conferences in three different 
areas. You may choose according to your interest. 
Bring your questions and problems to the experts 
on chest conditions, electrical stimulation and test- 
ing, and exercise technics used in the Kabat-Kaiser 
Institutes. Try to get there for the House of Dele- 
gates meetings. Learn what your Association is 
doing and what the plans are for the coming year. 

The exhibits will be a feature as usual. See the 
list in this issue of the Review. 

If you haven't sent in your reservation, do it 
now. 

The Association is most pleased to announce 
that grants from the National Foundation to con- 
tinue our Educational Services and Polio Recruit- 
ment for another year have been awarded. This 
important support enables the Association not 


(Continued on p. 237) 
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ONFERENGE 1951 


HOTEL COLORADO 
Glenwood Springs, Colorado 
June 16 to 22, 1951 


For complete conference program see the May issue of the Review. 


School Section, Saturday, June 16th 


Theme: Methods and Materials 
9:00 - 9:30 a.m. 
9:30-12 noon 

12 noon - 2:00 p.m. 
2:00 - 3:30 p.m. 
3:30-4:30 p.m. 


Lunch 


Physical Therapy Association 
4:30-5:00 p.m. Question period 
5:00 - 7:30 p.m. 
7:30-8:15 p.m. 


8:15-9:30 p.m. 


Business meeting 


announced 


Denver Physical Therapy Departments 


All departments will be operating with skeleton 
staffs during the week of the Conference. At other 
times, visitors will be welcome between 9 and 
11 a.m. and 1 and 3 p.m. on week days. (Visitors 
may come during conference week but should not 
expect to see departments going full force.) All 
other hospital departments will be open the week 
of Conference. For information as to how to reach 
any of the following hospitals call the Cerebral 
Palsy Clinic, Children’s Hospital, at Main 1261, 
Extension 38, between 8:30 a.m. and 4:00 p.m. 
—Children’s Hospital, Fitzsimons Army Hospital, 
Colorado General Hospital, Sewall House. 

The National Jewish Hospital in Denver will 
be happy to arrange post-conference visits for any 
of the members who are interested. Keep it in 
mind and sign up while at Conference. 


Opening remarks and report of Chairman of School Section, Dorothy Baethke 
Workshop on “Course Content, Methods, and Materials for Therapeutic Exercise” 


Reports from chairmen of workshop groups and general summary of reports 
“Student Research Testing Program,” Margaret Moore, Educational Consultant, American 


Dinner and viewing of Recruitment Materials exhibit 


“The School and Student Recruitment—Methods and Materials,” panel participants to be 


School Section Meeting 


All technical directors, members of instructional 
staffs, and clinical supervisors of the approved 
schools are urged to make their plans for Confer- 
ence so as to include the meeting of the School 
Section 

A one-day meeting of the School Section will 
be held on Saturday, June 16th, at Glenwood 
Springs, Colorado. Plans have been completed for 
a meeting which will consist of a program of 
discussions and workshops relating to “Methods 
and Materials.” Remember that the School Section 
presents a unique opportunity for all persons 
concerned with physical therapy education to 
meet together and to discuss problems of mutual 
interest. 

Dorotny E. BAETHKE, 
Chairman, School Section 


If you have not had time to register in advance, you may register 
at the conference. Let’s have a big attendance! 
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Exhibitors at the 28th Annual 
Conference 


EDUCATIONAL 
Joint Orthopedic Nursing Advisory Service 


National Society for Crippled Children and Adults, 


Inc. 


Veterans Administration—Department of Medi- 


cine and Surgery 


Department of the Air Force—Women's Medi- 


cal Specialist Corps 


Federal Security Agency, U. S. Public Health Serv- 


ice 
National Cancer Institute 
Division of Hospitals 


American Occupational Therapy Association—Col- 


orado Chapter 


PROFESSIONAL 
American Physical Therapy Association: 
Northern California Chapter 
Illinois Chapter 
Eastern Missouri Chapter 
Oklahoma Chapter 
Pennsylvania Chapter 
Members of the American Physical Therapy Asso- 
ciation Representing the Following Groups: 
Kabat-Kaiser Institute 
House of St. Giles the Cripple 


COMMERCIAL 


Batrow Laboratories, Inc. 
The Birtcher Corporation 
The Burdick Corporation 
Chattanooga Pharmacal Company, Inc. 
Ille Electric Corporation 

Medco Products Company 

Raytheon Manufacturing Company 
The Ries Corporation 
Teca Corporation 
Thermo-Electric Company 


Hotel Reservations 


The Hotel Colorado requests that a one-day 
deposit be sent with each reservation. In the event 
that cancellation is necessary, the deposit will be 
returned provided the Hotel is notified ten days 
in advance. 

Ten percent will be added to each hotel bill to 
cover tipping, except in those instances where 
special services have been requested. This plan 
wiii eliminate the need to give individual tips. 
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Conference Contributors 


Lola E. Smith, Chief Physical Therapist, Vet- 
erans Administration Hospital, Gulfport, Missis- 
sippi. Miss Smith received her B.S. and M.S. de- 
grees from North Texas State College and her 
physical therapy training at the Mayo Clinic in 
1944. She served in the Army for two years, until 
October 1946. 

Miss Smith has held her present position since 
her discharge from the Army. She is a member of 
the American Physical Therapy Association and 
of the American Registry of Physical Therapists. 


Sidney Harold Dressler, M.D., Acting Medical 
Director, National Jewish Hospital, Denver, Colo- 
rado. Dr. Dressler has studied at Columbia Uni- 
versity and the University of Berlin School of 
Medicine. He is the author of numerous scientific 
papers published in medical journals. 

Dr. Dressler is a Fellow of the American Col- 
lege of Chest Physicians, a member of the Society 
of Sigma Xi, and a member of the American 
Trudeau Society. 


Sidney H. Dressler, M.D. 
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Schedule of Research Papers 


Wednesday evening, June 20th 


Chairman: Harriet S. Lee 


Coordinator: Jerome W’. Gersten, M.D., Assistant Professor of Physical Medicine 
and Rehabilitation, University of Colorado 


A CLINICAL ANALYSIS OF RELAXATION ProcepuRES (As RELATED TO THE TREAT- 
MENT OF THE HYPERVENTILATION SYNDROME) 

Dorothy I. Briggs, Instructor in Physical Medicine, University of Wisconsin Medical 

School, Madison, Wisconsin 


ABNORMAL BREATHING PATTERNS IN POLIOMYELITIS 
Anna J. Janett, Los Angeles, California 


7:40 - 7:50 


APPLICATION OF PHYSIOLOGICAL TECHNICS TO EVALUATE DISABILITY AND MEASURE 
PROGRESS IN THE CEREBRAL PALSIED 

Edward N. Norris, B.S., William J. Councill, B.S., Robert N. Eubank, and Sara Jane 
Houtz, M.S., Medical College of Virginia, Richmond, Virginia 

(reported by Edward Norris) 


FUNDAMENTAL APPROACH TO THE STUDY OF STANCE STABILITY AND LOCOMOTION 
IN THE CEREBRAL PALSIED 

Sara Jane Houtz, M.S., William ]. Councill, B.S., Edward N. Norris, B.S., Robert N. 
Eubank, and P. A. Hellebrandt, M.D., Medical College of Virginia 

(reported by Sara Jane Houtz) 


8:10-8:20 Errects OF INFRA-RED RADIATION ON RAT SKELETAL MUSCLE 
Rheta A. Nitshke, M.A., The Children’s Mercy Hospital, Kansas City, Missouri 


8:20 - 8:30 UTILIZATION OF TONIC NECK AND LABYRINTHINE REFLEXES FOR THE FACILITATION 
or WorK OuTPUT 
Ruth M. Latimer, B.S., Luz Maria Lopetegui, B.S., Anna Scott Hoye, M.S., Sara Jane 
Houtz, M.S., and Robert N. Eubank, Medical College of Virginia 
(reported by Ruth M. Latimer) 


8:30 - 8:40 Intermission 


8:40 - 8:50 RELATIVE STRENGTH OF THE Hip ROTATOR MUSCLES 
Dorothy K. Jarvis, M.A., Sacred Heart Hospital, Spokane, Washington 


8:50-9:00 EVALUATION OF MUSCLE STRENGTH AND Motor DevELOPMENT IN INFANCY 
Elizabeth Zausmer, Neurological Institute, New York City 


9:00 - 9:10 THE Erricacy OF ProGRessive RESISTANCE EXERCISE AS COMPARED WITH PROGRESSIVE 
SPEED EXERCISES FOR THE DEVELOPMENT OF MUSCLE STRENGTH } 
Luz Maria Lopetegui, B.S., Ruth M. Latimer, B.S., Anna Scott om MS., William 
J. Councill, B.S., Edward N. Norrts, B.S., Robert N. Eubank, and Sara Jane 
Houtz, M.S., Medical College of Virginia 
(reported by Luz Maria Lopetegui) 


9:10-9:20 ELECTRODIAGNOSIS, THE Usk AND TECHNIC WITH EMPHASIS ON CHRONAXIE TESTING 
Jean Hawley, M.A., Peripheral Nerve Study Center, Columbia University, New York 
City 


THE RELATIVE VASCULARITY OF THE Motor CorTEX IN THE Doc 
Dorothy Billenstein, B.S., Instructor, School of Physical Therapy, University of 
Colorado 


i 
7:50 - 8:00 
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9:20 - 9:30 ne 
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Reprints Available 
Informational brochures may be obtained without charge. A small charge is made for the scientific 
reprints, as indicated. (Members of the Association, students enrolled in approved schools of physical 
therapy, and libraries may have one free copy of each scientific reprint, except the Functional Issue 
and the Physiology Symposium, but must pay the indicated price for additional copies.) All requests 
should be addressed to: American Physical Therapy Association, 1790 Broadway, New York 19, N. Y. 


Puysicat Tuerary—An illustrated brochure, describing the 
opportunities for a career in physical therapy, with sugges- 
tions for prospective students and a list of schools approved 
for physical therapy training. 


Our Association—An informational booklet on the activities, 
scope, and services of the American Physical Therapy Asso- 
ciation. 


Svocrsrions For Prospective Srupents—Outlines the pro- 
fessional course of study for college students preparing for 
physical therapy. 


Cope or Eruics—Ethics for the physical therapist of the 
American Physical Therapy Association. 


EssenTiats oF Proressionat Ernics in Puysicat Tuerary— 


Mary EB. Haskell 


Personnet Poricies For Quatiriep Puysicat Tuerarists— 
Suggestions as to salary, hours, vacations, etc., by the Ameri- 
can Physical Therapy Association. 


Arprovep Scnoots of Puysicat Turrary—A list of schools 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association. 


Questions AND Answers—A concise outline describing phys- 
ical therapy education and application. 

Epucationat Oprortunities ror Puysicat Tuerarisrs— 
A list of postgraduate programs offered by the approved 
schools and a list of specialized courses for physical therapists. 


Puysicat Tuerary Emptoyment Oprortunities. 


Unpertyinc Mecuanisms Symptoms oF 
Tuer Treatment—Thomas Gucker, III, 
M.D. 


Tue Puysicat DerarTMeNT FROM AN ADMINIS- 
TRATOR’s Viewroint—Joseph P. Peters. 


Tue Dror Pack ror Moist Heat—Adeline E. Doing 


Home Care Procram ror Patients—Emil 
D. W. Hauser, M.D., Antoinette Rajek, and Louise Reinecke 


Dairy Activiry Inventories of Cereprat Patsieo 
pRen IN Expermmentar Crasses—-Mary Eleanor Brown 


Puysica. Tuerary Strate Curtpren’s Pro- 
orams—Mildred J. Allgire 


Tue Rove or THe Puysicat Tuerapist THE Cart 
or THe Cunp—Julias B. Richmond, M.D. 
Posture Trainino ror Apo.escents—Carolyn Bowen 


(Se) 


Puysica. THerary THE Prenatat Procram—Gillian 
Griffith Smith, B.S. (Se) 


Mernops or Instruction Puysicat 
Beatrice E. Whitcomb, Capt., WMSC 
Funcrionat Traintnc—Edith Buchwald (10c) 


ADMINISTRATION oF A CommuNITY REHABILITATION CENTER 
FE. Furscott (10c) 


Wueer Cuains—George G. Deaver, M.D. (Sc) 


ReMABILITATION oF THE HemipLecic Patiant—Donald A 
Covalt, M.D. (Se) 


(Sc) 


Puysica. Tuerarpy Home Care Pian, Orance County 
(Catirornta) Department (5c) 


Patient Instruction—Margery L. Wagner 


MEAsUREMENT oF Joint Morton, Parts 1, 2, anv 3—Mar- 
garet Lee Moore (25c) 


Toys, Games, AND Apparatus ror CHILDREN witrn 
Brat Patsy—Gladys G. Rogers and Leah Thomas (10¢) 


Roce of Puysicat Tuerary Cart or Pa- 
Tients—Lola E. Smith (5c) 


Speciat Funcrionat Issue of the Review (November 1949) 
—Contains eight articles by leading physicians and physical 
therapists on functional training, crutch walking, and wheel 
chairs. There are twenty-six abstracts of articles on functional 
training from current medical journals. (50c) 


Puysio.ocy of THe Heart Circutation anv Its Curn- 
rca ApPLicaTion IN Puysicat Mepicine—A bound edition 
of the papers presented in a symposium at the 1950 annual 
conference of the American Physical Therapy Association. 
(Harry D. Bouman, M.D., Coordinator) ($1.00) 


Annual dues are payable on May Ist. Your prompt response 
will be appreciated. 

May we also call to your attention that according to the 
Bylaws “any active member not actively employed in physical 
therapy may, on application to the Executive Committee and 
on approval thereof by the Committee, be made an inactive 
member.” 
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School News 


Bouve-Boston School of Physical Education. 
The students have now moved into their new 
quarters on North Hill Road on the Tufts campus. 
“The light and airy physical therapy room lends 
itself to both laboratory practice and theory 
classes of all kinds.’ Formal dedication of the 
new building is tentatively planned for early fall. 
An open house was held on April 14th at which 
time prospective students were escorted through 
the new building where activities were going on. 
In addition to touring the building, the Tufts 
campus, and the Bouvé dormitories, the guests 
were entertained at tea in the Barnum Room of 
the Barnum Museum. 

The new department of clinical rehabilitation 
at the Boston Dispensary, a unit of the New 
England Medical Center, will be used for Bouvé- 
Boston School students for clinical training. 

Physical therapy students have renewed their 
clinical practice work at Murphy Army Hospital 
in Waltham. Major Mary BenDure is Chief of 
the Section for Physical Therapy. 


Simmons College. ‘Miss Shirley Cogland has 
been appointed Lecturer on Physical Therapy and 
Technical Director of the Program in Physical 
Therapy at Simmons College. After receiving her 
B.S. from Syracuse University, Miss Cogland 
taught physical education at the University of 
Delaware for four years. In 1936 she completed 
the physical therapy course for graduates at the 
Harvard Medical School and joined the staff of 
the Children’s Hospital, Boston. After two years, 
she went to Indianapolis to work in the private 
office of Dr. George Garceau, orthopedic surgeon. 
During the war she served with the Waves and 
upon separation from the Navy became Assistant 
Director of the Physical Therapy course at the 
Children’s Hospital, Los Angeles, California. Miss 
Cogland returned to the Children’s Medical Cen- 
ter, Boston, to become assistant to Miss Janet B. 
Merrill in 1947.” 

In addition, Miss Cogland has been appointed 
Chief Physical Therapist for the Children’s Medi- 
cal Center. 

The annual meeting of the Harvard-Simmons 
Physical Therapy Alumnae Association was held 
in Boston, April 21st. 
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The Director Reports: (con:.) 


only to serve you better, but, more important, to 
develop the profession. Brochures and posters for 
recruitment are provided, study of home care plans 
is supported. Field visits by the Educational and 
Polio Consultants and many other activities are 
made possible. The Association has developed to 
an extent not possible if our only income was from 
dues. All of us are deeply appreciative of the Na- 
tional Foundation’s interest and support. 

National Office activities in April included at- 
tendance at various meetings: the National Health 
Council annual meeting; International Council for 
Exceptional Children; Muscular Dystrophy Foun- 
dation, inaugural meeting; New England Physical 
Therapy meeting; Occupational Therapy Eastern 
Regional Meeting; conferences with staff members 
of the National Foundation to discuss recruitment 
procedures, the use of volunteers in home care 
plans, and demonstrations for the Second Inter- 
national Polio Conference in Copenhagen. Visits 
were made to the Delaware Chapter; schools of 
physical therapy at Graduate Hospital, Philadel- 
phia, Boston University, Bouvé-Boston, and Sim- 
mons College; Polio Consultant visits in all sec- 
tions of Ohio. 

The recruitment poster is now ready for distri- 
bution. We hope every member will help place 
these in libraries, high schools, churches, or wher- 
ever they can be used to attract prospective stu- 
dents. 

Work has been initiated on a new publication, 
“The Job of the Physical Therapist.” This is ma- 
terial compiled from visits to clinical facilities 
throughout the country in connection with the 
Student Selection Research Program. It will be 
particularly useful for vocational guidance coun- 
selors, physicians, hospital administrators, and vol- 
untary and governmental agencies which have 
physical therapy programs. It is hoped that it will 
be available by fall. 

Many have asked about the directory of mem- 
bers. Work on this will start in August. Only those 
who have paid dues as of August 1st will be in- 
cluded. Addresses on file in the National Office as 
of August 1st will be used. Please be sure yours 
is correct. It is planned to have only an alphabeti- 
cal listing. The geographical listing of the present 
directory was not satisfactory. The cost of doing 
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both is too great, considering how soon it is out 
of date and its limited use by members. 

The Physiology Symposium given at the con- 
ference in Cleveland is now available in the Na- 
tional Office at the cost of one dollar. Although 
all the papers were in the Review, a bound copy 
in your library is of great value for easy reference. 

There is nothing further to report on the Bolton 
Bill to commission male nurses and physical ther- 
apists. A request has been made to the Depart- 
ment of Labor to have physical therapy included 
in the list of critical occupations which is dis- 
tributed to draft boards. 

The number of physical therapists needed now 
in the Women’s Medical Specialist Corps of the 
Army and Air Force is not known. Figures have 
not been released on the number of volunteers or 
the number which were obtained by involuntary 
recall. Staff therapists are needed, and experience 
in the Army for the new graduate or those gradu- 
ated in the past two years will be of great value 
professionally; more important, it will provide 
essential service for our wounded from Korea. 
It is recognized that there are not enough physical 
therapists to go around and that essential civilian 
services must be maintained. Supervisors and in- 
structors are essential civilian personnel if we are 
to increase student capacity, which in the long 
run is vital to the military services. Without teach- 
ing and supervisory personnel, schools of physical 
therapy would have to reduce enrollments. (If 
you have any questions about military service, 
write to your National Office.) 


MILpRED ELSON 
Executive Director 


National Health Council Membership 


The American Physical Therapy Association was 
elected to active membership in the National 
Health Council at its annual meeting on April 6, 
1951. The Association has been an associate mem- 
ber for the past year. It is a great honor to be 
elected to active membership. This places upon us 
greater responsibility for participating in the Coun- 
cil's activities, which is welcomed, for the work 
of the Council is important to the health and wel- 
fare of the country. 

The Council is made up of thirty-four national 
voluntary health agencies and two federal agencies. 
It was formed in 1921 by a group of eleven na- 
tional health agencies which felt the need for a 
central organization that would help them coordi- 
nate and correlate their own activities and would 
help them work together to improve the public 
health. 
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In the foreword of the new directory of mem- 
bers Dr. Thomas Dublin, Executive Director, 
writes: 

“The National Health Council, commencing its 
fourth decade of operation in a period of national 
emergency, finds its task—the promotion of public 
health throughout the nation—an_ increasingly 
challenging one. 

“For a nation in crisis the health of its people 
is the bedrock of its security. Individual and com- 
munity health must be maintained and improved 
to meet the grave emergencies that may lie ahead ; 
they must be strengthened if the peace for which 
we strive is to hold its greatest meaning. 

“In this vital endeavor the National Health 
Council has a special role to fill. It serves to weave 
together the many threads of the public health 
movement within the United States into the fabric 
of total health protection. Its fundamental aim is 
to strengthen all health programs, governmental 
and voluntary, through the joint planning and 
action of its members. It strives also to arouse 
greater citizen interest and greater citizen partici- 
pation in the attainment and maintenance of opti- 
mum physical and mental well-being for all. 

“The Council recognizes that the primary re- 
sponsibility for health protection rests upon an 
alert and informed public. Each individual must 
be prepared to apply in his own behalf sound prin- 
ciples of personal and community hygiene. Health 
education—not only the dissemination of health 
information but the motivation of the public for 
healthful living—is an essential function of the 
Council. 

“Second only to this, the health of all citizens 
depends upon the protection provided by official, 
tax-supported local, state and national health agen- 
cies. Therefore, a fundamental part of the Coun- 
cil’s program is the promotion of better services 
by these official bodies. 

“The voluntary health movement has had its 
fullest flowering in the United States. Nowhere 
else in the world has this type of service developed 
to such extent or in such variety. It is truly an 
extraordinary expression of the goodwill and the 
neighborliness of the American people, their gen- 
erosity, and their genius for organization. One of 
the Council's major responsibilities then is to 
encourage and assist these voluntary health organ- 
izations in their important tasks. 

“Currently the National Health Council is en- 
gaged in: 

1. Keeping member agencies and other inter- 

ested groups informed of each other's pro- 
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grams and major activities and acting as a 

clearing house for public health information. 

2. Stimulating the formation of new state and 
local health planning councils and assisting 
existing councils to do a more effective job. 

3. Promoting the establishment, throughout the 
nation, of full-time local health departments 
with competent professional staffs, and stim- 
ulating citizen support for already existing 
departments that will enable them to realize 
their fullest potentialities. 

4. Maintaining the National Health Library as 
an invaluable source of reference, research 
and service. 

5. Furnishing consultative and other services to 
individuals and groups seeking guidance in 
solving the health problems of their com- 
munities. 

6. Maintaining those common services desired 

by national health agencies sharing joint 

headquarters at 1790 Broadway, New York 

19, in the interest of economy of effort and 


expenditure.” 


Copies of the directory of members, which gives 
a brief description of the broad objectives and pro- 
grams of each of the member agencies, may be 
obtained for twenty-five cents at the National 
Health Council's headquarters, 1790 Broadway, 
New York 19, N. Y. 


World Confederation for Physical Therapy 


Approximately twenty-five physical therapists 
have indicated their intention to attend the in- 
augural meeting in Copenhagen, September 7 and 
8, 1951. This is a very gratifying representation 
from the American Physical Therapy Association. 
The understanding which will be gained through 
personal contacts with physical therapists through- 
out the world will not only be of value to us as 
individuals, but will promote the programs for 
better care of the handicapped in all countries. 

Information about travel and accommodations 
was printed in the March Review. Housing and 
registration blanks have been sent to those indi- 
cating an interest in going. 

Remember there are two other meetings: the 
Second International Polio Conference in Copen- 
hagen, September 2nd to 7th, and the Fifth World 
Congress of the International Society for the Wel- 
fare of Cripples in Stockholm from September 9th 
to the 14th. 
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Chartered Society Extends Invitation 


The following letter will be of interest to 
physical therapists going abroad. The Association 
deeply appreciates this cordial invitation. 


The Chartered Society of Physiotherapy 
Tavistock House (North), Tavistock Square 
London, W.C. 1 

Dear Miss Elson: 

It is expected that during the summer many 
physiotherapists from overseas will be visiting 
this country and the Chartered Society wishes to 
extend to them a very warm welcome. 

Members of the Chartered Society are always 
most appreciative of the help that is given to 
them by physiotherapists they meet abroad and 
they would now like to have the pleasure of re- 
turning this service by being put in touch with 
physiotherapists visiting this country. 

Arrangements are being made for hospital phys- 
iotherapy departments, training schools and pri- 
vate clinics to be opened to visitors, and individual 
members and branches of the Society throughout 
the country are planning to entertain guests. 

I think that help could most promptly and use- 
fully be given if you would let me know in ad- 
vance of any members of your Association visiting 
England in order that arrangements may be made 
to welcome them on their arrival. 

It is hoped that your members will take the 
opportunity of contacting the Chartered Society 
by calling at Headquarters where we will do every- 
thing possible to make their stay pleasant and 
instructive. 

Yours sincerely, 
M. J. NEILSON, Secretary 


Chapter Activities 


The Alabama Chapter sponsored dne of the 
national exhibits at the Alabama State Medical 
Society meeting in Mobile in April. 

The Northern California Chapter has had a 
very active recruitment campaign. See its exhibit 
at the conference. 

In February, the Eastern and Western Michi- 
gan Chapters merged into the Michigan Chapter, 
American Physical Therapy Association. Eastern 
and Western Districts will hold separate meetings 
while the chapter will hold one annual meeting. 
The chapter held its third annual Physical Therapy- 
Occupational Therapy Workshop at the Higgins 
Lake Conservation Training School, May 10, 11, 
and 12. 
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The May meeting of the Minnesota Chapter 
was a dinner meeting to honor student members. 
The junior physical therapy class of the University 
of Minnesota provided entertainment. 

The Western Missouri Chapter sponsored a Red 
Cross first-aid course which twelve members com- 
pleted in preparation for civil defense. 

The program for the March meeting of the 
Pennsylvania Chapter consisted of a panel discus- 
sion of a hypothetical case of hemiplegia. Partici- 
pants were a physician, physical therapist, visiting 
nurse, occupational therapist, hospital supervisor 
of nurses, and a social service worker. Other chap- 
ters take note of this example of interprofessional 
relations. 

The Texas Chapter held its annual meeting 
April 29-May 1, 1951, in Galveston. An outstand- 
ing feature of the program was the number of 
member participants who led workshop partici- 
pation in subjects of practical interest. The chap- 
ter also presented a scientific exhibit at Municipal 
Pier as follows: 


1. Map of Texas showing locations of qualified 
physical therapists 

2. Panel of colored transparencies showing 
physical therapy activities at Gonzales Warm 
Springs Foundation 

3. Graphs for evaluation of treatment and spe- 
cial equipment used at the Moody State 
School for the Cerebral Palsied 

4. Movie, “Functional Activities of a Paraplegic 
Child” 


On Friday, May 25, 1951, the combined chap- 
ters of New York, New Jersey, and Pennsylvania 
will present a special program of physical therapy 
in conjunction with the Middle Atlantic Hospital 
Association meeting in Atlantic City, New Jersey. 
This meeting, being presented at Convention Hall, 
will be of interest to all physical therapists in the 
area, 

The program will include papers on multiple 
sclerosis, orthopedics, and a panel discussion re- 
lating to rehabilitation. Experts from these fields 
of medicine will be among the participants, as 
well as outstanding physical and occupational ther- 
apists, medical social workers, nurses, and psychi- 
atrists. A cordial invitation is extended to all 
members of the American Physical Therapy Asso- 
ciation to attend. The program will be held at 
Convention Hall and will begin at 10:00 a.m. 
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Poliomyelitis Workshop 
in Houston, Texas 


As a means of preparing for an increase in 
polio patients in 1951, a Workshop for Texas 
Physical Therapists was conducted at the South- 
western Poliomyelitis Respiratory Center, located 
at the Jefferson Davis Hospital in Houston, on 
March 2, 3, and 4, 1951. 

The pilot (or experimental) workshop was 
sponsored by the American Physical Therapy Asso- 
ciation through its Polio Recruitment Service, 
which functions under a grant from the National 
Foundation for Infantile Paralysis. “Planning for 
and Handling a Physical Therapy Service for Polio 
Patients” was the general topic for discussion. 

Twenty-five physical therapists who had been 
taking an active part in meeting polio epidemic 
needs in fourteen areas of Texas were participants. 
Ruth Whittemore and Lucy Blair of the National 
Office were in attendance also. Fourteen physical 
therapy students attended some of the general 
sessions. 

The group process method was used in con- 
ducting the workshop. Questions and problems 
—- at the opening session were delineated 
y a Steering Committee appointed by the general 
assembly, and four groups for study were formu- 
cated. Half of the first day was devoted to lectures 
with discussion by physicians in the specialties of 
physiology, pediatrics, physical medicine, and or- 
thopedics. 

Group I reviewed selected procedures in Defini- 
tive Care of the polio patient. These procedures 
included the physical therapy measures used for 
the polio patient with respiratory embarrassment, 
effective methods for stretching, purposes and 
types of packing, and muscle testing. 

Group II considered the importance of Teaching 
and Instruction. The group suggested ways and 
means of including the patient and/or family in 
the treatment program; reciprocal cooperation of 
physical therapists and nurses in staff education 
programs; maintenance of coordination for a total 
treatment program; instruction and guidance for 
volunteers or auxiliary aides. 

Group III discussed Follow-up Care for the 
polio patient. Effective programs for maintaining 
continuity of care for the urban or rural family 
after the hospitalization period were considered. 
The value of convalescent centers and/or home 
care programs was reviewed. 

Group IV accepted the responsibility for dis- 
cussing Developing Services of a physical therapy 
department in a medical care facility accepting the 
polio patient. The distribution of personnel in 
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relation to patient load, organization, and manage- 
ment of the department for efficiency, and effec- 
tive records were discussed. 

Each group had a leader and recorder who as- 
sisted in carrying on the group's activities. Live 
demonstrations and reports on unique or individ- 
ual programs were given upon request of the 
groups. Discussion was lively; interchange of 
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ideas, plans, and successful solutions to various 
situations were shared. Interim reports and final 
conclusions with suggestions were given by each 
group at the final session. 

Response from the Workshop participants indi- 
cated that the group process in the conduct of a 
workshop is a valuable method of learning through 
participation. 


Membership News 


Celia M. Ferguson 


Celia Martha Ferguson, Supervisor of Nurses 
for Crippled Children for the Division of Social 
Administration in the Ohio State Department of 
Public Welfare, died suddenly on April 2, 1951. 

Miss Ferguson had been a member of the 
American Physical Therapy Association for the 

t six years. She was a graduate nurse with a 

calaureate degree in public health nursing from 
Loyola University, Chicago. In 1945, she was 


graduated from the physical therapy course at 
Northwestern University. 


Air Force Promotions and Appointments 


The Office of the Surgeon General, Head- 
uarters United States Air Force, announces the 
ollowing: 


Promotions: 

To temporary grade of major: Lydia M. Kueh- 
ler, Maxwell Air Force Base, Alabama; To per- 
manent grade of captain; Lois R. Thompson, —_ 
ler Army Hospital, Hawaii; To temporary grade 
of captain: Gladys Breithaupt, Keesler Air Force 
Base, Mississippi; Edna Haley Farry, Wright- 
Patterson Air Force Base, Ohio; Doris C. Knausz, 
Warm Springs Foundation, Georgia; Lois A. Steg- 
kemper, Mitchel Air Force Base, New York. 


Appointments: 

As second lieutenant in the USAFR—Priscilla 
Marie Baker of Lynn, Massachusetts, who is at- 
tending the Medical Field Service School, Ft. Sam 
Houston, Texas, as a student in the Physical Ther- 
apy Training Course, and Mary Carmen Conroy 


of Ogden, Utah, who has been assigned to Francis 
E. Warren Air Force Base, Wyoming. Lieutenant 
Conroy received her physical therapy training at 
the University of Southern California. 


As second lieutenant in the Regular Air Force— 
Mary N. Will, Scott Air Force Base, Illinois. 


Marriages 


Barbara Brink to Stephen Bladey, Kalamazoo, Mich. 

Lois N. Nordwall of Seattle to W. N. Twelves of Belle- 
vue, Wash., on October 6, 1950. 

Phyllis Oliver of Kansas City, now Mrs. Phyllis O. 
McMahon, Topeka, Kans. 

Shirley Price of Piedmont, now Mrs. Shirley P. Harper, 
Oakland, Calif. 

Florence Kayfus to James H. Doran, Albany, N. Y. 


Mildred Irene Mitchell of Cincinnati, now Mrs. Mildred 
M. Lambrix, Pentwater, Mich. 


Edwina Baker of Newark to William W. Weisgarber 
of Mt. Vernon, Ohio, February 18th. 

Rosalee Hart of West Hartford, Conn., to I. C. Pollack 
of Quebec, Canada, in July 1950. 

Natalie M. Murdoch to W. F. Darwin, Tulsa, Okla. 


Dorothy Anne Bjork of Worcester, Mass., now Mrs. 
Dorothy Anne Edgington of London, England. 


Elizabeth Miles to Glenn E. Barnett, Oakland, Calif 


Mrs. Blanche A. Vandiviere of Bay Pines, now Mrs. 
Blanche V. Otto, Largo, Fla. 


Ann H. LeBar of Seattle, now Mrs. Ann L. Fowler, 
Stroudsburg, Pa. 


Charlotte E. Brown, now Mrs. Charlotte B. Tregre of 
Baton Rouge, La. 


Janet Shaw of Newton, Mass., to William Percival, State 
College, Pa. 

Elizabeth Ann Scholtz to John V. Stroble, Pittsburgh. 

Margaret W. Bailey of Sharpsville, Pa. to John J. 
Mehler of Norfolk, Va. 

Allie Haden to R. H. Rothgarn of Madera, Calif. 

Evelyn Byrd to John Herold, Baltimore, Md. 


Ruth Clark, now Mrs. Ruth C. Blinzler, Cincinnati, Ohio. 
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General News 


Radio Series on Health Problems 


The Health Information Foundation announces 
that a series of dramatic true stories of how Ameri- 
cans have solved health problems through com- 
munity action will be presented over the National 
Broadcasting Company network during May and 
June. 

The five programs, entitled “All Their Powers,” 
will be broadcast on successive Saturday afternoons 
from 5:30 to 6 p.m. (EDT) starting May 12. 
The title is from a declaration once made by the 
statesman, Disraeli, that “the health of the people 
is really the foundation upon which all their 
happiness and all their powers . . . depend.” 

First of the series, produced jointly by the 
Foundation and the National Broadcasting Com- 
pany, will tell how the citizens of rural Alexander 
County, North Carolina, lacking hospital facilities, 
were able to raise funds to build a model com- 
bination hospital and health center. As in all the 
programs, the dramatizations will use voices of the 
actual persons who did the work in their com- 
munities. 

The second broadcast, scheduled for May 19th, 
demonstrates how members of the Negro com- 
munity of Atlanta, Georgia, staged a mammoth 
“jamboree” to attract fifteen thousand persons to 
a multi-test screening clinic. Another program, 
on May 26th, will show how four hundred resi- 
dents of Clinton County, Ohio, rang every door- 
bell in the county to make a health survey, 
uncovering facts which are now leading to im- 
proved health and hygiene in Clinton's rural and 
urban areas. 

The two concluding programs, scheduled for 
June 2nd and June 9th, tell how the citizen boards 
managing voluntary hospitals of Minneapolis are 
combining various activities for increased efficiency, 
and how the physicians of Oakland, California, 
instituted a program assuring all residents prompt 
24-hour-a-day medical service and an opportunity 
to talk over with a doctors’ committee any criti- 
cism they may have of the care received. 

Are these programs being carried by your local 
NBC station? If not, why not request that they 
be broadcast? It is felt that these programs are of 
vital interest, not only to us in the health field, 
but to citizens. 


Occupational Therapy Regional 
Conference 


The New York Occupational Therapy Associa- 
tion sponsored a fande regional conference in 
New York from April 26th to the 29th. The pro- 
gram was arranged in cooperation with the occu- 
pational therapy associations of Connecticut, Dis- 
trict of Columbia, Maryland, Massachusetts, North- 
ern New England, New Jersey, Pennsylvania, and 
Rhode Island. 

A workshop and panel discussion type of pro- 
gram was prepared to — for active partici- 
pation of members and guests in the program. 
Two general sessions featured Dr. Lillian Long, 
Director, Merit System Service, American Public 
Health Association, and Dr. Lillian Gilbreth, a 
national authority in the field of motion study. 


State Legislation 


At the time of going to press (April 26th), we 
have the following information in regard to state 
legislation to register qualified physical therapists: 
ARKANSAS. The proposed Practice Act did not go 
through the legislature. This will give time to 
improve the bill before it is reintroduced. 
CALIFORNIA. The Public Health Committee of 
the State Assembly reported the bill to the 
Assembly with the recommendation ‘‘Do Pass.” 
It was passed unanimously by the Senate Com- 
mittee. 

CONNECTICUT. Revisions to proposed amendment 
may prevent bill's passage this season. 

FLoripa. Bill introduced. 

ILLINo!s. Bill ready for introduction. 

Kentucky. A start has been made toward in- 
cluding physical therapists in the Medical Prac- 
tice Act. 

MassAcHusETTS. Undesirable amendment may re- 
sult in activity to defeat bill. 

MINNESOTA. Legislation has been enacted to regis- 
ter physical therapists. The Board is to be com- 
posed of three physical therapists and two physi- 
cians. The chapter members are grateful for the 
excellent cooperation and assistance given by 
physiatrists in the area and several of the 
legislators. 
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New Hampsuire. Bill to register physical thera- 
pists (permissive) signed by the governor. Bill to 
license for massage and hydrotherapy will prob- 
ably replace proposed bill to “license” physical 
therapists not eligible for “registration.” 

New Mexico. Bill (mandatory) signed by gover- 
nor. 

New York. Two amendments to the education 
law in relation to physical therapy have been made 
law this year. One designates the Board of Medi- 
cal Examiners as the Board of Physical Therapy 
Examiners. The other provides that those who 
were practicing physical therapy under the super- 
vision of a physician or licensed physical thera- 
pists in hospitals, clinics, dispensaries, etc., prior 
to April 10, 1948, may continue to practice with- 
out being licensed. The New York Chapters are 
still working actively to obtain clarification of 
interpretation of the existing law. 

NortH Caro.ina. The act to register physical 
therapists was favorably passed by the House with 
a large majority. 

TENNESSEE. Proposed bill not introduced. Chap- 
ter hopes to have improved bill introduced in next 
session of legislature. 


World Health Organization 


The Fourth World Health Assembly was 
scheduled to open in Geneva on May 7th. Seventy- 
five countries have already joined the World 
Health Organization. The application of Japan for 
full membership was to be acted on at this meet- 
ing. In addition, Southern Rhodesia has been 
admitted as an associate member. 


International Society for the Welfare 
of Cripples 


The Secretariat of the Economic and Social 
Council of the United Nations has requested the 
International Society to prepare an International 
Bibliography of Rehabilitation. This will be used 
in connection with the international program for 
social rehabilitation of the physically handicapped 
which was adopted by the United Nations last 
year. 

To enable individuals and organizations inter- 
ested in the program of the International Society 
to support its activities, national committees have 
been organized in the United Kingdom, Finland, 
and the United States. The American Physical 
Therapy Association is a member of the United 
States Committee. 
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Children’s Bureau Appointment 


Dr. Katherine Bain and Melvin A Glasser have 
been appointed as associate chiefs of the Children’s 
Bureau, Federal Security Agency. 

Dr. Bain will serve as Associate Chief for Pro- 
gram Development both in the Bureau's research 
work and in its administration of grants to states 
for child health and welfare. She will also carry 
responsibility in the maternal and child health 
field, formerly carried for many years by Dr. Mar- 
tha M. Eliot and most recently by Dr. Leona 
Baumgartner. 

Both associates will work with Katharine F. 
Lenroot, chief of the Children’s Bureau. 

Mr. Glasser will serve as Associate Chief for 
State and Community Relations. He will work with 
state planning groups in putting objectives of the 
White House Conference into action. He will also 
work with state and national groups in the devel- 
opment of community programs for children and 
youth, with emphasis on integrating community 
resources in health, welfare, and education. In 
addition, Mr. Glasser will work with major na- 
tional organizations with which the Children’s 
Bureau has relations on planning services for chil- 
dren and will be responsible for the international 
programs of the Bureau. 

Neota Larson, who has been assistant chief of 
the Bureau since 1949, will continue in this po- 
sition. 


National Society to Sponsor 
Workshops on Crippled Children 


Twelve specialized workshops designed for spe- 
cial teachers, therapists, administrators, and others 
directly engaged in crippled children’s work, will 
be held at universities and colleges throughout the 
country this summer, according to an announce- 
ment by the National Society for Crippled Chil- 
dren and Adults. 

Workshops in special education, social service, 
psychology, and cerebral palsy, in addition to 
special training courses at which staff members 
of the National Society will lecture, mark the 
intensive summer training courses. These work- 
shops will be joint projects of state crippled chil- 
dren's societies and the university or college where 
they are held. State medical societies and public 
and other private agencies are also cooperating. 
National Society staff consultants are directing 
the planning and will participate as speakers. 

Planning for the headquarters staff participation 
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is under the guidance of Dr. John J. Lee, dean 
of the graduate school of Wayne University, De- 
troit, former president of the National Society 
and now a counselor in special education to the 
Easter Seal Agency. 

Dr. Lee has announced that one of the greatest 
barriers encountered in the various state crippled 
children’s societies and crippled children programs 
throughout the country is the lack of trained per- 
sonnel. 

Demonstration classes of crippled children will 
be part of a number of the workshops in order to 
give teachers and others an opportunity to observe 
and work with crippled children. Parent-training 
programs will also be an integral part of each 
workshop. 

Special education workshops will be held at 
the University of Utah, Salt Lake City; University 
of Wyoming, Laramie; Eastern Montana College 
of Education, Billings; and the New Haven State 
Teachers College, New Haven, Connecticut. 

Cerebral palsy workshops will be conducted at 
Michigan State Normal College, Ypsilanti; Syra- 
cuse University’s School of Education, Syracuse, 
New York; and Teachers College, Columbia Uni- 
versity, New York City. 

“Social Work in Programs for Crippled Chil- 
dren” will be the subject of a workshop to be 
held at the University of Chicago as a cooperative 
project of its School of Social Service Adminis- 
tration, the University of Illinois, Division of 
Services for Crippled Children, and the National 
Society. 

A full-day psychology symposium on ‘The Psy- 
chological Problems of Cerebral Palsy’’ to be held 
at Chicago's Hotel Sherman will be co-sponsored 
by the National Society and the American Psy- 
chological Association, under joint direction of 
the latter's Division of School Psychologists and 
the National Society's program services. The sym- 
posium, to be held in conjunction with the Ameri- 
can Psychological Association convention, will 
mark the first time cerebral palsy has been featured 
on the organization's convention program. 

National Society program consultants will lec- 
ture at training courses to be held at Wayne Uni- 
versity, Detroit; Western Michigan College of 
Education, Kalamazoo; and Bowling Green State 
University, Bowling Green, Ohio. 

Further information concerning these workshops 
may be obtained from the state society for crippled 
children of the state in which the course will be 
held, or from the program services of the National 
Society for Crippled Children and Adults, 11 
South La Salle Street, Chicago 3, Ill. 
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New Veterans Administration Brochure 


The Veterans Administration has prepared a 
very attractive and informative recruitment bro- 
chure, ‘Do You Belong in This Profession ?”” The 
insignia of occupational and physical therapists 
are i displayed on the cover. 

Opportunities for employment in the Vet- 
erans Administration hospitals are described by 
excellent photographs and text. Anyone interested 
in employment in the Veterans Administration 
facilities should read this brochure. Copies are 
available from the National Office. 


Cerebral Palsy Pamphlet 


A very informative pamphlet on cerebral palsy, 
written jointly by the Children’s Bureau and the 
Office of Education, Federal Security Agency, may 
be obtained from the Superintendent of Docu- 
ments, United States Government Printing Office, 
Washington 25, D. C. Price, ten cents a copy. 

The pamphlet will be found particularly useful 
for parents and families, and will give them a 
real understanding of the problem. 


United Nations Work for Physically 
Handicapped 


The Economic and Social Council of the United 
Nations, at its eleventh session, adopted a resolu- 
tion requesting the Secretary-General, inter alia, 
“to plan jointly with the specialized agencies, and 
in consultation with the nongovernmental organi- 
zations concerned, a well-coordinated international 
program for rehabilitation of physically handi- 
capped persons.” This resolution was based on a 
report of the Social Commission which referred 
to the recommendations of the Geneva meeting 
of the Secretariats of the United Nations, special- 
ized agencies, and UNICEF, with respect to the 
desirability of developing a broad coordinated pro- 
gram of rehabilitation of the physically handi- 
capped. 

The Administrative Committee on Coordination, 
at its tenth session, in October 1950, having noted 
the above-mentioned resolution, decided that the 
joint planning of a coordinated international pro- 
gram should take place within the framework of 
the ACC, and that a meeting of the technical 
officials of the United Nations, and the specialized 
agencies concerned, should be held to determine 
the best course of action and to make arrangements 
to ensure the participation of interested nongovern- 
mental organizations in such planning, and to re- 
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port from time to time on progress in establishing 
such a program. 

Accordingly, the technical officials concerned 
of the United Nations, ILO, UNESCO, WHO, 
IRO, and UNICEF met as a working committee 
on the rehabilitation of the physically disabled on 
December 18, 1950 at Geneva. 

The committee had before it a number of re- 
ports indicating activities and plans of agencies 
in the field of rehabilitation, as well as practical 
proposals for the implementation of the ECOSOC 
resolution. 

The committee was naturally unable to com- 
plete its work at a single session. Indeed, the 
joint planning of a program of such scope will 
require intensive consultation over a period of 
time. United Nations will continue to be respon- 
sible for arranging future meetings. 
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Translators Requested 


A variety of professional magazines are received 
in the National Office from many foreign countries. 

Copies of these publications will be sent to any 
members willing to submit abstracts of articles con- 
taining information of interest to readers of the 
REVIEW. 

THE PHysicAL THERAPY REVIEW is anxious to 
publish abstracts of such articles in order to keep 
the members of the American Physical Therapy 
Association fully informed regarding activities in 
the profession in all parts of the world. 

If you would care to participate in this pro- 
gram, send your name, address, and language 
preference to the American Physical Therapy 
Association, 1790 Broadway, New York 19, New 
York. 


Pledge to Children 


TO YOU, our children, who hold within you 
our most cherished hopes, we the members of the 
Midcentury White House Conference on Children 
and Youth, relying on your full response, make 
this pledge: 

From your earliest infancy we give you our 
love, so that you may grow with trust in your- 
self and in others. 

We will recognize your worth as a person and 
we will help you to strengthen your sense of 
belonging. 

We will respect your right to be yourself 
and at the same time help you to understand the 
rights of others, so that you may experience 
cooperative living. 

We will help you to develop initiative and 
imagination, so that you may have the oppor- 
tunity freely to create. 

We will encourage your curiosity and your 
pride in workmanship, so that you may have 
the satisfaction that comes from achievement. 

We will provide the conditions for wholesome 
play that will add to your learning, to your so- 
cial experience, and to your happiness. 

We will illustrate by precept and example the 
value of integrity and the importance of moral 
courage. 

We will encourage you always to seek the 
truth. 

We will provide you with all opportunities 
possible to develop your own faith in God. 

We will open the way for you to enjoy the 
arts and to use them for deepening your under- 
standing of life. 


We will work to rid ourselves of prejudice 
and discrimination, so that together we may 
achieve a truly democratic society. 

We will work to lift the standard of liv- 
ing and to improve our economic practices, so 
that you may have the material basis for a 
full life. 

We will provide you with rewarding ed- 
ucational opportunities, so that you may de- 
velop your talents and contribute to a better 
world. 

We will protect you against exploitation and 
undue hazards and help you grow in health and 
strength. 

We will work to conserve and improve fam- 
ily life and, as needed, to provide foster care 
according to your inherent rights. 

We will intensify our search for new knowl- 
edge in order to guide you more effectively as 
you develop your potentialities. 

As you grow from child to youth to adult, 
establishing a family life of your own and ac- 
cepting larger social responsibilities, we will 
work with you to improve conditions for all 
children and youth. 


Aware that these promises to you cannot be 
fully met in a world at war, we ask you to join 
us in a firm dedication to the building of a world 
society based on freedom, justice and mutual re- 


spect. 

SO MAY YOU grow in joy, in faith in God and 
in aman, and in those qualities of vision and of the 
spirit that will sustain us all and give us new hope 
for the future. 
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Abstracts 


An Experimental Study of the 
Effects of Ultrasonic Energy on 
the Lower Part of the Spinal 
Cord and Peripheral Nerves 


Thomas P. Anderson, M.D.; Khalil 
G. Wakim, M.D., Ph.D.; J. F. Her- 
rick, Ph.D.; Warren A. Bennett, 
M.D.; and Frank H. Krusen, M.D 
In ARCHIVES OF PHYSICAL MEDI- 
CINE, 32:2:71, February 1951 

When ultrasonic energy was ap- 
plied in maximal doses over the 
lower vertebrae of both dogs and 
rats, the result was paralysis of the 
hind legs and tail 


Ultrasonic energy in the amount 
of 3.0 to 5.8 watts per square centi- 
meter applied to the midthigh re- 
sulted in complete blocking of, or 
at least 50 percent decrease in, the 
action potential of the intact sciatic 
nerve in 60 percent of the dogs 
studied. Recovery of the nerve as 
indicated by the action’ potential was 
frequently complete when the action 
potential had been only partially 
decreased by ultrasonic energy, but 
recovery was generally incomplete 
when the amplitude of the action 
potential had been completely flat- 
tened 


The action potential of the sciatic 
nerve was decreased by direct heat- 
ing in a manner very similar to that 
produced by ultrasonic energy. For 
the sciatic nerve of the dog there 
was a critical range of temperature, 
from 48.5 to $1.6 degrees C.. at 
which the action potential of the 
nerve was reduced $0 percent or 
more. Cooling curves following the 
application of ultrasonic energy gave 
evidence of the markedly variable 
behavior of ultrasonic energy in 
tissues 

Only after three daily applications 
of ultrasonic energy, 5.0 watts per 
square centimeter for 10 minutes, 
was any impairment of function of 
the intact sciatic nerve noted twenty- 
tour hours after the last application 


With the same doses applied ex- 
ternally, ultrasonic energy had much 
greater destructive effect on the spi- 
nal cord than on the sciatic nerve 

The reaction of myelin in the spi- 
nal cord to ultrasonic energy was 
different from the reaction of mye 
lin in the spinal nerve roots and 
peripheral nerve 

The unusual regular pattern of 
degeneration of myelin, which oc- 
curred in every case in which heat 
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had completely blocked the action 
potential of the sciatic nerve, and 
which occurred evenly distributed 
throughout every fiber of the affected 
portion of the nerve, can be con- 
sidered a heat effect. 

The nerves in which ultrasonic en- 
ergy had completely blocked the ac- 
tion potential also showed this un- 
usual regular pattern of myelin de- 
generation but to a lesser degree and 
with an uneven distribution. 

To those who maintain that ultra- 
sonic energy has an effect on nerve 
tissue other than its heat effect, sup- 
port is given by two findings. The 
first is the occurrence of marked 
destruction of the cord when temper- 
atures recorded in the spinal canal 
were as low as 42 to 43 degrees C 
after application of ultrasonic en- 
ergy. Secondly, sciatic nerves which 
had their action potential compictely 
blocked by application of ultrasonic 
energy showed much less histologi- 
cal evidence of the unusual regular 
pattern of degeneration of myelin, 
which is an effect of heat, than did 
sciatic nerves in which the action 
potential had been similarly com- 
pletely blocked by direct heating. 


Fitting and Alinement of Braces 
for Lower Extremities 


Odon F. Von Werssowetz, M.D., 
Nashville. In ARCHIVES OF PuHys- 
ICAL MEDICINE, 32:2:90, February 
1951 

Braces for the lower extremities 
are divided into two large groups: 
(1) braces for the correction of de 
formities, or the so-called night 
splints, and (2) braces for locomo- 
tion. There are two types of braces 
for locomotion: (a) weight-bearing 
braces, which eliminate entirely all 
stress and motion of the extremity, 
and (b) functional braces, which 
maintain the body postural aline- 
ment as normal as possible but pre- 
serve maximal and optimal joint 
function. Only functional braces are 
considered in this presentation 

The physician must make the pre- 
scription for the brace. He cannot 
and must not delegate this respon- 
sibility to the brace maker. 

Functional braces are primarily for 
maintaining the body postural aline- 
ment as normal as possible. Their 
purpose is to reestablish weight-bear- 
ing ability and a normal line of 
gravity and facilitate locomotion. 


The alinement of a brace is based 
on certain fundamental anatomical 
and biophysical principles, the most 
important of which is the position 
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of artificial joints in relation to nat- 
ural joints. 

This paper discusses the various 
component parts of braces, and the 
proper alinement and fit are de- 
scribed. 

A routine for examination of a 
brace for fitting and alinement is 
outlined. 

Emphasis is placed upon training 
in the proper use of a brace. 


Lesions of the Shoulder 


Paul L. Rieth, M.D., Atlanta. In 
THE JOURNAL OF THE MEDICAL 
ASSOCIATION OF GEORGIA, 40:2:69, 
February 1951. 

The majority of shoulder lesions 
are lumped under the term “bursitis.” 
In reality, primary subdeltoid bur- 
sitis, Per se, iS a rare entity and, as 
generally employed, is a misnomer. 
Equally misleading terms in common 
uSage are periarthritis, neuritis, ten- 
donitis, and calcified bursa. 

As Codman and others have 
pointed out, the majority of shoulder 
lesions are degenerative and/or trau- 
matic in origin; and the anatomic 
site of the primary pathologic proc- 
ess is most often found within the 
tendons of the scapular muscles— 
e.g., the tendons of the supraspina- 
tus, infraspinatus (and teres minor), 
and subscapularis muscles which to- 
gether form a tendinous hood or 
cap on the head of the humerus. 

Shoulder lesions manifest them- 
selves by pain, limited joint move- 
ments, muscle spasm, and areas of 
tenderness. The tender area most 
often delineated by the patient is 
near the insertion of the deltoid 
muscle. 

The shoulder movements showing 
greatest restriction are abduction and 
external rotation, as performed in 
placing a hand to the posterior neck 
region. Shoulder lesions are seen 
most frequently in patients over 35 
years of age. Under 35 years of age, 
there usually is a definite history of 
single or oft-repeated trauma asso- 
ciated with the onset. 

Graduated and guided active mus- 
cle exercise is the most useful, sin- 
gle, conservative therapeutic aid. 
Massage, heat, etc., are of less im- 
portance. X-ray therapy occupies an 
intermediate and ill-defined status at 
present. Manipulation is mentioned 
only for condemnation since unpre- 
dictable tearing of tissues is in- 
evitable 

Curative therapy for approximately 
20 percent of shoulder lesions is 
surgical. 
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Orthopedic Management of 
—— Arthritis: The Knee and 
oot 


John G. Kuhns, M.D., Boston. In 
AMERICAN PRACTITIONER, 2:2:134, 
February 1951. 

Early treatment of arthritis with 
cortisone and related compounds may 
lead to a temporary suppression of 
symptoms but the pathologic process 
about the joints rarely heals. The 
pai changes, unless combatted 

y orthopedic measures, lead to in- 
creasing deformity and _ disability. 
Much of this disability can be pre- 
vented by simple measures. 

Orthopedic care will not cure 
arthritis in the lower extremity or 
in any joint. However, when it is 
applied early and effectively it will 
prevent almost all deformities and 
will help provide the local environ- 
ment essential for the healing of the 
pathologic process. In  long-stand- 
ing deformity, recovery of good func- 
tion often is possible through sur- 
gical procedures followed by pro- 
longed physical therapy. 


Fibrositis 

James Mennell, M.A., M.D., B. C. 
(Cantab.) In THe Mepicat Press, 
No. 5831, p. 130, February 7, 1951. 

The treatment of fibrositis con- 
sists of proper diet, the use of heat, 
cold, and massage. 

Heat is among the most popular 
of remedies, and is safest and best 
when produced by conducted heat, 
particularly when it can pro- 
vided with an element of support in 
the form of a _ hot-water bottle, 
heated sandbag, or kaolin poultice. 
Radiant heat, either from an ordinary 
incandescent lamp or from an infra- 
red lamp, is often of service. It is 
wise to remember that any remedy 
requires proper dosage and that an 
overdose frequently does more harm 
than good. This particularly applies 
to the use of deep heat in the form 
of diathermy, either short or long 
wave. 

Except in ophthalmic work, the 
use of cold has dropped into abey- 
ance, yet there is no doubt that it 
is often of very great service in the 
type of conditions that we are now 
considering. The technic of applica- 
tion is important, and it is best ad- 
ministered by spraying the affected 
area with ethyl chloride from a con- 
siderable distance. This process is 
continued till the first sign of blanch- 
ing appears, at which time the 
spraying should cease and the whole 
area should be rubbed lightly with 
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a warm hand. This process should 
be continued three times and no 
more. One precaution is essential, 
namely that there is always a tend- 
ency for the minute drops from the 
spray to coalesce and to trickle down 
the surface of the skin in a small 
stream. Rubbing the surface with 
a warm hand, should it occur, is all 
that is required to prevent burning. 

Next to the prescription of heat, 
that of massage has been perhaps the 
second most common remedy pre- 
scribed when fibrositis has been sus- 
pected. Unfortunately, like so many 
other good things, abuse of the 
treatment is common, mainly because 
it is not made clear to the physical 
therapist what the objective may be. 
It also is unfortunate that so many 
people pin their faith upon one form 
of massage, to the exclusion of all 
others. This has been due largely to 
confusion of thought among pre- 
scribers. There still are many pa- 
tients who feel that they are not 
“getting their money's worth,” un- 
less massage causes pain and dis- 
comfort, and many physical thera- 
pists labor under the same delusion. 
Also, we must consider what may 
be the pathological cause of sensitive 
nodules and masses that can so often 
be felt, and which so often disap- 
pear, temporarily, as the result of 
deep massage. 


Rapid Rehabilitation of Disabil- 


ities of the Knee 


Donald L. Rose, M.D., Kansas City, 
and Lilyan G. Warner, M.A., Law- 
rence, Kansas. In THE JOURNAL OF 
THE KANSAS MEDICAL Society, 52: 
2:49, February 1951. 

Eighty-two patients with the com- 
mon complaint of pain and _ insta- 
bility of the knee were subjected to 
progressive resistance exercise of the 
quadriceps. 

Each exercise period was preceded 
by immersion of the extremity in 
the whirlpool bath for 20 minutes 
at a water temperature of 105 de- 
grees. This was done not only for 
the purpose of providing the active 
hyperemia necessary for the exer- 
cises to follow, but also to facilitate 
relaxation from any muscle tightness 
or spasm that might be present. 

The exercises proper were carried 
out according to a rather rigid rou- 
tine. All patients received the same 
general instructions, as follows: 

(1) Never begin exercise with 
heavy weights. Start with light 
weights and increase. 

(2) Raise and lower the weights 
slowly at the same rate of speed. 
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(3) Avoid sudden jerky motions. 

(4) Practice complete flexion and 
extension with each contraction. 

(5) Pause between contractions 
and momentarily relax the muscle. 

(6) Concentrate on the muscle 
being exercised. 

(7) Never do more than 10 con- 
tractions with one weight. 

(8) Total number of contractions 
for any one exercise period should be 
between 40 and 80. 

(9) Exercise only five days a 
week. 

(10) Exert the maximum effort 
once a week. 

Of the eighty-two patients, fifty- 
six patients (71 percent) achieved 
clinical remission by this method. 
Twenty-three patients (28 percent) 
were improved. Three patients (4 
percent) were unimproved and two 
of this group ultimately were op- 
erated on with removal of a frac- 
tured meniscus. 

The great majority of the patients 
were college-age adults, healthy ex- 
cept for the knee disability. The few 
older patients included in the series 
responded as well to the procedure 
as did the younger group. 

The effect of cross education was 
repeatedly noted throughout the ex- 
ercise series. 

The exercise program, although 
rigid in its employment, was easy to 
incorporate into the daily activities 
of the patient and necessitated only 
the keeping of accurate records and 
the willingness to engage in a treat- 
ment procedure which covers a rea- 
sonably long period of time. 


The Management of Causalgia 


Louis G. Herrmann, M.D., Cincin- 
nati. In THE NeBRASKA STATE MED- 
ICAL JOURNAL, 36:3:82, March 1951. 

The treatment of post-traumatic 
osteoporosis has, until recently, been 
symptomatic and preventive rather 
than curative in nature. Sudeck rec- 
ommended minimum immobilization, 
followed by active movement, for 
most of his cases. In 1926, Noble 
and Hauser recommended heat to the 
point of tolerance either in the form 
of radiant heat or paraffin baths. 
Forceful manipulation under anes- 
thesia is definitely contraindicated. 
Any form of fixation with plaster 
casts or orthopedic apparatus causes 
increased pain to the patient. 

In 1924 Heyman suggested peri- 
arterial sympathectomy for the treat- 
ment of painful osteoporosis. He re- 
ported prompt relief of pain and 
restoration of function following the 
operation. 


|| 
| 
F 
fi 
= 

= 
ae 
{ 


248 


From his studies, Herrmann is 
convinced that the course of post- 
traumatic painful osteoporosis can 
be greatly shortened and most of 
the serious complications avoided if 
the disease is treated surgically by 
thorough denudation of the main 
artery to the affected extremity (peri- 
arterial sympathectomy) during the 
acute or destructive phase of the 
disturbance 

The various forms of causalgia 
still present a challenge to the skill 
and ingenuity of all. Prolonged dis- 
ability and suffering may follow even 
trivial injuries to large nerves or to 
multi-articular joints 

All painful syndromes must be 
recognized early, and active treat- 
ment instituted, before extensive 
structural or trophic changes have 
taken place in the bones and soft 
tissues of the affected extremity. The 
methods of treatment described must 
be considered as adjuvants in the 
management of these bizarre condi- 
tions and final definite treatment can 
only come as the result of a com- 
plete understanding of the patho- 
logic physiology of these painful 
syndromes 


The Prevention and Treatment 
of Thrombophlebitis 


Cc. J. Gavey, M.D., F.R.C.P. In Tue 
PRACTITIONER, 166:993:260, March 
1951 

Medical diseases are now known 
to rank as high as surgical in the 
precipitation of thrombophlebitis 
Acute rheumatism is no longer an 
important cause of thrombosis but 
the old books contain numerous ex 
amples. Metabolic diseases such as 
gout used often to be incriminated, 
but that disease itself, and certainly 
its complication, are now rare. In 
diabetes, thrombophlebitis usually 
complicates gangrene. Paraplegic pa- 
tients are liable to thrombophlebitis 
in the lower limbs, especially polio- 
myelitis victims in Drinker respira- 
tors. An awareness of this complica- 
tion may lead to successful physical 
therapy 

After operation for thrombophle- 
bitis the main preventive measure is 
mobilization of the lower extremi- 
ties as soon as possible. Haines 
(1948) has provided evidence of the 
beneficial effect of early active move- 
ment and massage on the incidence 
of emboli in postoperative gyneco- 
logical cases. Early rising after op- 
erations is recommended, but this 
must not be carried too far, and if 
the patient complains of faintness 
after getting up, more harm than 
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good is done. Breathing exercises are 
very valuable in aiding venous re- 
turn and so reducing stasis. Preop- 
erative training in this should be 
encouraged 

In the local management of post- 
operative thrombophlebitis hot packs 
allay pain. Elevation of the limb is 
desirable, provided it is comfortable, 
and after three days, allowed for 
the clot to adhere firmly to the vein 
wall, exercises are begun. Ambula- 
tion of the patient is started slowly 
when only conservative treatment has 
been given, or more quickly when 
anticoagulants are administered. 

New varicosities often appear af- 
ter thrombophlebitis and prolonged 
support ts necessary, but the ultimate 
result may be unexpectedly good af- 
ter years of treatment, especially in 
youth. In older subjects the delayed 
effects may be progressively crip- 
pling. Graduated exercises and swim- 
ming, if possible, are indicated. 

Anticoagulants have added a pow- 
erful weapon against the effects of 
thrombophlebitis, but there are con- 
traindications to their use, and con- 
siderable judgment is required in 
deciding whether or not to enlist 
their help in a particular case. It 
should be remembered that antico- 
agulants may not only save life but 
prevent or reduce crippling venous 
stasis in the years that follow. 


Prosthetic Service for the 
Amputee 


Earle H. Daniel, Director of Pros- 
thetic Service, New York University 
Medical School, Institute of Reha- 
bilitation and Physical Medicine, 
New York City. In INDUSTRIAL 
MEDICINE AND SURGERY, 20:3:102, 
March 1951 

The coordination and teamwork of 
every person concerned with the var- 
ious phases of the rehabilitation of 
the amputee, from amputation to re- 
employment, are vitally important 
Every member of this team must 
have one thought: to do all that 
can be done to help this handi- 
capped person. Everyone concerned, 
including the surgeon, nurse, physi- 
cal medicine specialist, physical and 
occupational therapists, neurologist, 
psychologist, prosthetic specialist, 
vocational rehabilitation counselor, 
and limb maker, has key knowledge 
that is needed by other members of 
the team to produce good results. No 
one has the complete knowledge 
necessary to meet all the problems 
encountered in the rehabilitation of 
the amputee, nor is the surgeon's 
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work completed until the amputee 
is “back on his feet.” 

After the limb is delivered, and 
the limb fitter feels the fitting is 
right, then the amputee should be 
referred to some source of training 
for proper balance and walking. The 
old method is to show the amputee 
how to stand up and take a few 
steps in a pair of parallel bars. He 
then is told to go home and learn 
to use the limb. This lack of ade- 
quate instruction and training is 
without doubt the cause of many 
stiff-knee gaits and waddles. The 
average reaction of the amputee is 
to avoid bending the knee, as he 
feels unstable and fears falling if 
the knee on the artificial leg is 
flexed. However, if proper instruc- 
tions are used and the amputee is 
schooled carefully by the physical 
therapist, he will not have this feel- 
ing of insecurity if he uses his knee 
joint in walking. 

The physical therapist should ob- 
serve closely the patient's progress 
and see that he goes back to the 
limb maker when adjustments are 
needed. 


Water as a Medium for Thera- 


peutic Exercise 


Robert L. Bennett, M.D. In New 
YorK STATE JOURNAL OF MEDICINE, 
51:4:513, February 15, 1951. 

No new development in the use 
of water as a medium for thera- 
peutic exercises is included in this 
discussion. Instead, it is intended to 
discuss the use of the therapeutic 
pool to illustrate the role of this 
phase of hydrotherapy in both the 
specialized and the general practice 
of physical medicine. The discussion 
will be of value if it does nothing 
more than point out to those who 
know little of this phase of medi- 
cine that the therapeutic pool is not 
a swimming pool. These two types 
of pools have the same relationship 
to each other in usage as does specific 
muscle reeducation in the conva- 
lescent stage of poliomyelitis to gen- 
eral body calisthenics in athletic 
training. 

As in all types of muscle reedu- 
cation, the results of hydrotherapy 
will depend upon the physical thera- 
pist. The physical therapist must 
not only be thoroughly trained in 
muscle reeducation procedures, but 
must have additional and specific 
training in the use of water as an 
exercise medium. There is the tend- 
ency, even among medical men, to 
believe any swimming instructor is 
capable of treating a patient ade- 
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quately in water. Nothing could be 
more dangerous. It must be empha- 
sized that the basic principles of 
therapeutic exercise and specific mus- 
cle reeducation are the same in water 
as out of water. The physical thera- 
pist must actually have more train- 
ing to use water than other mediums 
of exercise, but the advantages to 
the patient and the results obtained 
are worth it. 


Modern Concepts of Diathermy 


Jerome Weiss, M.D. In New York 
STATE JOURNAL OF MEDICINE, 51: 
4:506, February 15, 1951. 

Until very recently diathermy has 
been considered to be limited to the 
application of high frequency cur- 
rents to the body to produce heat in 
the tissues. This afforded a method 
of conversive heating of an area by 
the change in the tissues of electrical 
energy to heat. The application of 
diathermy has now been broadened 
by the introduction of microwave 
diathermy, which utilizes alight 
wave, and the ultrasonic generator, 
which employs a sound wave, to 
produce similar conversive heating of 
the tissues. 

Weiss gives a review of what has 
been learned in a half century of the 
application of the older forms of 
diathermy, the prospects for the use 
of the newer forms, and the prob- 
lems imposed by legal restriction of 
the frequencies employed. 


Acute Massive Venous Occlusion 
of the Lower Extremities 


J. Ross Veal, M.D., Thomas J. Du- 
M.D., William L. Jamison, 
f and Richard S. Bauersfeld, 
M.D., Washington, D. C. In Sur- 
GERY, 29:3:355, March 1951. 
Acute massive venous occlusion of 
a lower extremity may result from 
extensive thrombosis, sudden plug- 
ging of the major veins of the pelvis 
and thigh by a shifting thrombus, 
or by ligation of the main venous 
channel. Fortunately, there almost 
always remain some patent venous 
channels in the extremities regard- 
less of the type of obstruction. 
These channels can be made to empty 
large quantities of blood from the 
extremities. Sympathetic nerve blocks, 
although performed early in nine 
cases, failed to give relief of symp- 
toms. Another nine cases all re- 
sponded to elevation of the limb and 
exercise, which relieved the venous 
engorgement. 


THE PuHysicaAL THERAPY REVIEW 


The method was simple and safe, 
even in a case in which a shifting 
thrombosis had caused the occlusion. 
The involved extremity is elevated 
quite high, from 60 to 75 degree 
angles. Then the foot is extended 
and flexed rapidly. These movements 
contract and relax the various mus- 
cles of the leg and massage the 
blood upward in the patent veins. 
At the same time the thigh is flexed 
and extended. This contracts and re- 
laxes the thigh muscles and ex- 
presses the venous blood forward 
into the veins of the groin and lower 
abdomen. When the venous engorge- 
ment has been reduced, fresh arterial 
blood can enter the vascular bed. 
As soon as the blood begins to flow 
through the extremity once again, 
the acute symptoms disappear. The 
pain rapidly subsides, the cyanosis 
gradually disappears, the veins show 
less distention, and the skin tempera- 
ture becomes elevated. 

The exercise should be continued 
with short intervals of rest until 
the limb can be allowed to remain 
at a high level on pillows without 
showing a return of venous engorge- 
ment. When this much improvement 
has been achieved the patient usually 
can maintain it by going through 
these movements actively at regular 
intervals throughout each day. Eleva- 
tion of the extremities is maintained 
until all swelling has subsided, and 
then dependency and activity is grad- 
ually allowed. All patients have been 
fitted with elastic stockings and are 
instructed to wear them as long as 
the edema persists. 


Experiences with Ligation and 
Heparin in Thromboembolic 


Disease 


I. S. Ravdin, M.D., and Charles K. 
Kirby, M.D., Philadelphia. In Sur- 
GERY, 29:3:334, March 1951. 

Despite efforts to reduce their in- 
cidence, thromboembolic complica- 
tions occurred in approximately 1 
percent of 27,802 postoperative pa- 
tients during the five year period 
from January 1, 1945, to December 
31, 1949. Phlebothrombosis and 
thrombophlebitis occurred in 0.65 
percent, nonfatal pulmonary infarc- 
tion in 0.205 percent, and fatal pul- 
monary embolism in 0.11 percent of 
these patients. 

Since reliance was placed on early 
and continued exercise in bed and 
on early ambulation as prophylactic 
measures, the actual amount of ac- 
tivity of the thirty-one patients in 
the fatal embolism group was care- 
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fully studied. Nineteen of the pa- 
tients had not been out of bed fol- 
lowing operation. The majority of 
these were too ill to do active and 
continued bed exercises, or often 
even to move themselves in bed. 
Six patients were hypoactive, both 
in and out of bed. The remaining 
six satished all of our exercise cri- 
teria and had been actively ambulat- 
ing. Elastic bandages to the lower 
extremities also were used, and the 
use of proximal vein ligation and 
anticoagulants was _ individualized. 
Instances of failure despite the use 
of these measures have been dis- 
cussed. 

It is probable that the incidence 
cf fatal pulmonary embolism can be 
reduced only by effective mass pro- 
phylaxis, by a clearer understanding 
of the important etiologic factors 
causing venous thrombosis, or by the 
development of tests which indicate 
incipient thrombosis so that some 
type of effective therapy can be i 
stituted. 


The Role of Physical Therapy in 
Rehabilitation 


George M. Raus, M.D. 
YorK STATE JOURNAL OF MEDI- 
CINE, 51:4:508, February 15, 1951. 

The value and importance of the 
early indications and use of physical 
therapy and the role it plays in reha- 
bilitation are reviewed. The dynamic 
activity program of physical therapy 
is the keynote of rehabilitation. The 
degree of physical rehabilitation 
achieved determines to a great extent 
the ultimate result in the total reha- 
bilitation program. 


In New 


Book Reviews 


Geriatric Medicine. 2nd Edition. 
The Care of the Aging and Aged. 
Edited by Edward J. Stieglitz, MS., 
M.D., F.A.C.P.; Attending Internist, 
Suburban Hospital, Bethesda, Md.; 
Doctor's Hospital, Washington, D. 
C. With contributions by 47 special- 
ists. Pp. 773, with 180 illus. Price, 
$12.00. W. B. Saunders Company, 
Philadelphia and London, 1949. 
After five years this second edi- 
tion, with extensive revision of the 
original text, has appeared. The ap 
preciation of this field of maiden 
has increased greatly in the interval. 
The author, whose renown in the 
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field of geriatrics has long been out- 
standing, modestly gives most of the 
credit to his mumerous loyal con- 
tributors. 

There is probably no aspect of 
the human problem of advancing 
years that has not been touched 
upon, from svatistics, philosophy, and 
medico-legal aspects, to rehabilita- 
tion. 

The degenerative pathologies— 
medical, surgical, neurological, psy- 
chiatric, and those of special senses— 
are thoroughly considered by out- 
standing authorities. The treatment 
of circulatory problems receives spe- 
cial attention as do those of anesthe- 
sia and surgery in degenerative 
States 

The book makes constant reference 
to prophylaxis and prevention of the 
progress of aging. Help for the 
aging and improvement of health in 
the later decades of life are prom- 
inently offered. This is in marked 
contrast to the lessened hope evi- 
dent for socio-economic usefulness 
and consequent happiness in older 
individuals whose lives are length- 
ened by improved medical practice 

The book expresses the need for 
a change in existing opinions regard- 
ing the usefulness of persons past 
the fifth decade, and the need for 
changes in employment practices in 
order to extend the earning life of 
the individual beyond fifty years of 
age, or for some form of security 
more realistic than existing social 
security 

The book is a remarkable com- 
pendium of geriatrics and as a refer- 
ence work is invaluable. The 750 
pages are arranged, titled, and sub- 
titled for handy adaptable reference. 
There are relatively tew illustrations, 
but the profuse references greatly 
enhance its value 

The publishers have upheld their 
usual high publication standards in 
presenting this valuable book. 


Reviewed by WitttAM BENHAM 
SNow, M.D., Director of Physical 
and Occupational Therapy, Colum- 
bia-Presbyterian Medical Center, Neu 
York City 


The Mask of Sanity. By Hervey 
Cleckley, M.D., Professor of Psychi- 
atry and Neurology, University of 
Georgia School of Medicine. Price, 
$6.50. Pp. 569. The C. V. Mosby 
Company, St. Louis, Mo., 1950 


The subtitle of this book is “an 
attempt to clarify some issues about 
the so-called psychopathic personal- 
ity.” In this sentence the author has 
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implied his own uncertainty about 
the basic problems, even though he 
has very extensive experience. In his 
preface he honestly states that he can 
neither offer a cure nor a_ well- 
established explanation for this dis- 
order but wisely has not refrained 
from recording and presenting his 
experiences and their lessons. 

The book is rather large for its 
purpose. The first third is a series 
of chapters which are rather lengthy 
case histories of specific individuals. 
Although these are well done, it 
does seem to be a rather repetitious 
way of showing that psychopaths ap- 
pear in all walks of life. The next 
hundred pages describe the relation- 
ship of this disorder to other psy- 
chiatric entities. Following this is a 
series of short chapters, covering one 
hundred and fifty pages, devoted to 
a clinical profile—with such head- 
ings as superficial charm and good 
intelligence, unreliability, untruth- 
fulness and insincerity, and so on. 
These criteria are obtained from the 
previous case histories, with others 
for amplification, and again one finds 
a good deal of repetition of material. 
The last section is the best one. The 
author finally presents his conception 
of the meaning of the psychopathic 
personality. Although he gives cog- 
nizance to dynamic interpretations, 
he coins the phrase of semantic 
psychosis in which the external pro- 
ductions of behavior may appear 
normal, yet the purposefulness and 
the significance of all life striving 
and of all subjective experience are 
distorted. This is analagous to the 
semantic aphasia of Head. This brief 
statement does not do justice to his 
explanation but only indicates his 
line of thought. The book ends with 
the usual but articulate plea for a 
better relationship between law and 
medicine to establish wiser methods 
of control and institutional “‘treat- 
ment.” 

There is a great deal of valuable 
information presented in this book. 
Most of it is descriptive and the 
author wisely has not gone into 
flights of phantasy to explain the 
things he doesn’t know. It serves to 
bring the available information to- 
gether, but unhappily gives us noth- 
ing new to add to our impotent 
efforts to deal with these difficult 
patients. Unfortunately there is far 
too much repetition. The compre- 
hensive bibliography is quite com- 
mendable 


Reviewed by Irvinc C. SHERMAN, 
M.D., Assistant Professor, Depart- 
ment of Nervous and Mental Dis- 
eases, Northwestern University Med- 
ical School. 
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Evaluation of Industrial Disabil- 
ity. Edited by Packard Thurber, 
M.D.; Prepared by the Committee 
for Standardization of Joint Measure- 
ments in Industrial Injury Cases of 
the California Medical Association 
and Industrial Accident Commission, 
State of California, Pp. 96, with 80 
illus. Price, $4.00. Oxford University 
Press, New York, 1950. 


This book is the result of an effort 
to standardize the methods for de- 
termining joint measurements in in- 
dustrial accident cases in the state of 
California. It is now considered the 
official manual to be used by all ex- 
amining industrial physicians in that 
State. 

Dr. Packard Thurber, Sr., Chief- 
Surgeon of the American Associated 
Insurance Companies, Medical Ad- 
visor in the Athletic Department of 
the University of Southern California 
and Assistant Clinical Professor of 
Surgery and Orthopedics in the Uni- 
versity of Southern California, served 
as chairman. 

His committee was comprised of 
doctors with long-term experience 
with industrial accidents. 

This book is worthy of special 
commendation since it has been so 
clearly and concisely written that it 
can be easily interpreted by laymen, 
which is an important factor in in- 
dustrial injuries. The “claims exam- 
the “claims attorney,” and 
the Commission, as well as the physi- 
cian, can understand the evaluation 
of the disability. 

The first seven pages, entitled 
General Instructions, give an inter- 
pretation of the anatomical position, 
fundamental planes, and the record- 
ing of joint motion. Consideration 
is also given to the method of re- 
cording and interpreting the patients’ 
complaints, abilities, abnormalities, 
and deformities. 

These instructions are followed by 
the method for determining the range 
of motion in the neck, spine, and 
upper and lower extremities with 
excellent illustrations to further facil- 
itate understanding. 

The last two pages briefly inform 
the examiner how to record special 
disabilities, namely: eye, ear, head, 
and mental. 

It would seem to this reviewer 
that examining industrial physicians 
would find this handbook of much 


value to them. 


Reviewed by Mary E. CALta- 
HAN, Associate Director of Training 
Courses in Physical Therapy, College 
of Physicians and Surgeons, Columbia 
University. 
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Meet Our New Contributors 


Leon Levine, M.D., Resident, Orthopedic Surgery, 
Veterans Administration Hospital, Fort Howard, Mary- 
land. Dr. Levine attended Union College in Schenectady, 
New York, and Albany Medical College. Before assum- 
ing his present position he was Resident Surgeon at the 
Children’s Hospital School, Baltimore, Maryland. Dr. 
Levine is a member of Sigma Xi. 


Mary Macdonald, Physical Therapy Supervisor, 
Visiting Nurse Association of Boston, Massachusetts. 
Miss Macdonald was graduated from Boston University, 
received a certificate in public health nursing from 
Simmons College, and a diploma in nursing from 
Massachusetts General Hospital. She received her physi- 
cal therapy training at Harvard Medical School. Miss 
Macdonald was formerly a consultant with the Joint 
Orthopedic Nursing Service, and served as staff physi- 
cal therapist and assistant supervisor with the Boston 
V.N.A. before assuming her present position. She is 
Chairman of the Home Care Committee of the American 
Physical Therapy Association and is the Association's 
representative on the Advisory Board of the American 
Registry of Physical Therapists. She has held numerous 
offices, including that of president, in the Massachusetts 
Chapter. Miss Macdonald is a member of the Professional 
Advisory Committee of the Division of Vocational Re- 
habilitation of the Commonwealth of Massachusetts and 
a member of the Joint Council on Orthopedic Nursing 

Louis N. Rudin, M.D., Chief, Physical Medicine 
and Rehabilitation Service, Veterans Administration Hos- 
pital, Fort Howard, Maryland. Dr. Rudin studied at 
the Emory University School of Medicine. He has held 
positions as Senior Physician, Hopi General Hospital, 
U. S. Indian Service, Arizona; Chief, Physical Medi- 
cine, Crile General Hospital; Chief, Physical Medicine, 
Veterans Administration Regional Office; and Director, 
Physical Medicine Department, Mount Sinai Hospital, 
Cleveland. Dr. Rudin is a Diplomate of the American 
Board of Physical Medicine and Rehabilitation, a Fellow 
of the American Medical Association, and a member of 
the American Society of Physical Medicine, the American 
Congress of Physical Medicine, and the Association of 
Military Surgeons. 


Emotional Immaturily 


Reprinted from the April 1951 issue of “Talk,” the 
monthly booklet published by the National Hospital for 
Speech Disorders, New York City. 

“We have been talking a great deal about the 
fact that we are emotionally immature,” said a 
patient in a group therapy session recently, ‘but 
what actually does emotional immaturity mean?” 

Emotional immaturity is difficult to define. 
Essentially it implies that an individual's emotional 
reactions to given life situations are not adequate 
for a person of his years and physical and mental 
equipment but are what one might expect of 
someone at an earlier stage of development. More 
specifically, it means that the individual is self- 
centered and that his egocentricity is the great 
directing influence behind his behavior. 
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The infant, of course, is completely egocentric. 
As his horizons widen, interest is directed toward 
other people, although he continues to view them 
primarily as instruments through which his wants 
are fulfilled. Gradually, however, the individual 
becomes aware of the needs and rights of others 
and his behavior is increasingly influenced by 
consideration for them, until, usually, his interest 
attaches to a love object and he marries and has 
children. If nothing has interfered with his emo- 
tional development, the happiness and welfare 
of his family then become the great motivating 
factors in his life. 

The emotionally immature person fails to make 
this transition, and his immaturity is demonstrated 
in various ways. He is unable to establish any 
really adult, give-and-take relationships with others 
but evaluates all his dealings with people in terms 
of how he is affected. Often he resorts to fantasy 
to gain the satisfaction that the more mature 
person derives from actual life experiences, and 
his fantasies are of a childlike nature in which 
wishes are readily fulfilled with little or no regard 
to reality factors. In his daydreams, the stutterer 
may become a great trial lawyer or actor; the per- 
son with less than mediocre talent may become a 
world-famous opera star or a highly successful 
writer; the young man whose personal assets are 
limited may become a dashing Don Juan. 

Emotional immaturity may also betray itself in 
the individual's reaction to frustration. The mature 
person accepts the fact that goals are not always 
attained without difficulty and tries to work the 
difficulty through, when it arises, on a realistic 
basis; the immature person, on the other hand, 
reacts to frustration by overaggressiveness or, con- 
versely, by giving up completely, or by resorting 
to emotional outbursts or some other type of more 
primitive behavior. There are still other indica- 
tions of emotional immaturity, but they all stem 
primarily from the inordinate importance the in- 
dividual places on the “I’’ in his interpersonal 
relationships. 

Becoming more mature emotionally implies 
growing. And ‘growing’ means the living 
through of emotional experiences that direct in- 
terests increasingly away from the self and thereby 
release energies for constructive activities. It can- 
not happen overnight or merely by willing it to 
happen. Nevertheless, the attitude with which the 
individual habitually approaches contacts with 
others is important, and the person who wants to 
become more mature emotionally can make an ef- 
fort in the right direction by consciously trying to 
think more about the other fellow’s needs and feel- 
ings and trying to be less concerned about his own. 
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SCHOOLS OF PHYSICAL THERAPY 


Approved by the Council on Medical Education and Hospitals of the American Medical Association 
Graduates of these schools are eligible for membership in the American Physical Therapy Association 


Name and Location of School 


an 
Technical Director Requirements Course olin 


CALIFORNIA 


Classes 
Start 
'Childrens Hospital Society, Los Angeles Samuel S. Mathews, M.D. a3-b3-d-e 14mo Sept Certificate 
(in affiliation with University of Cali- Sarah S. Rogers .......... s 4 yrs Degree 
fornia, Los Angeles) 
Sept 


1College of Medical Evangelists, Loma  F. B. Moor, M.D. @&b-e-d-e 15 mo Certificate 
R. Wm. Berdan .... 4 yrs Degree 
1Univ. of So. California, Los Angeles ..... Charles L. Lowman, M.D. a-b-d-e 14mo_ Sept Certificate 
Charlotte W. Anderson ... g* 4 yrs Sept-Feb Degree & Cert. 
1Univ. of California Medical School, San Lucile M. Eising, M.D. ... d-e 12mo_ Sept Certificate 
Margery Wagner g 4 yrs Degree 
1Stanford Univ., Palo Alto Wm. Northway, M.D... a-d-e-f 12 mo Jan-June Certificate 
Lucille Daniels 00000000... gt 4yrs orSept Degree 
COLORADO 
1Univ. of Colorado Medical Den- Harold Dinken, M.D. a3-b-d-e 12mo Certificate 
ILLINOIS 


Northwestern Univ. Medical Chi- Emil D. W. a-b3-d-e 12 mo Oct Certificate 
cago : Gertrude Beard . 


IOWA 
'Univ. of Lowa, lowa City We D. Paul, MLD. be 12mo_ Sept Certificate 
Olive C. Farr ...... 
KANSAS 
‘Univ. of Kansas School of sonnet Donald L. Rose, M.D. ..... a-b-d-e 12mo Feb-Sept Certificate 
Kansas City . ow | Lilyan G. Warner and s* 4 yrs Degree 
Ruth Monteith 
MASSACHUSETTS 
Bouve-Boston School of Physical Edu. Howard Moore, M.D... g* 4yrs Sept Degree 
cation, in affiliation with Tufts pease Constance K. Greene .......... 
Simmons College, Boston Wm. T. Green, M.D. ........ a3-b-d-e 16 mo Sept Certificate 
Arthur L. Watkins, M.D. te 4% yrs Degree 
Shirley Cogland . ; 
Boston Univ.-College of Physical Educa- Kenneth ee 5 M.D. a-b-d-e 12mo_ Sept Certificate 
tion for Women, Sargent, Cambridge Adelaide McGarrett . f-g* 2 or 4 yrs Degree 
MINNESOTA 
‘Univ. of Minnesota, Minneapolis MLD. ... 2yrs Sept Degree 
y M 
1Mayo Clinic, Rochester . Earl C. Elkins, M.D. . . a-b-e-d-e 2yrs Sept Certificate 
Harry Keown 
MISSOURI 
'Washington Univ. School of Medicine, Sedgwick Mead, M.D. ...... f-g4 Zor4yrs Sept Degree 
St. Louis Beatrice F. Schulz ee 
1St. Louis Univ. School of wan © St. > J. Kotkis, M.D. ..... f-g* 2or4yrs Jan-Sept Degree 
uis . .. Sr. Mary Imelda .... 
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Name and Location of Schoo! 


NEW YORK 

Albany Hospital, Alban 
(in with th ‘Sage ‘Col- 
lege, Troy) . . 


‘Columbia Univ., New York 


'New York Univ., School of Education, 


NORTH CAROLINA 


'Duke Univ., School of Medicine, Durham Lenox Baker, M.D. ............ 


Helen Kaiser 
OHIO 


PENNSYLVANIA 


'D. T. Watson School of Physiatrics, Jessie Wri Ee. - 4 
Leetsdale Kathryn Kelley ....... 


'Univ. of Pa. School of Auxiliary Med. George M. Piersol, M.D. .. 
Serv., = of Physical Therapy, Dorothy Baethke 


TEXAS 


‘Univ. of Texas School of Medicine, Gal- 


VIRGINIA 
\Med. College of Va., Baruch Center of 
ichmond i 


1Univ. of Wisconsin Med. School, Madison 


U. S. ARMY MEDICAL SERVICE 

(a) Medical ow Service School, Brooke 
Army Medical Center, San Antonio, 
and 


(b) Fitzsimons Army Hospital, Denver, 


Major, WMSC 


(c) Walter Reed Army Hospital, Wash- John H. Kuitert, 
ington Lt. Col., M.C. 


Brunetta Kuehithau, 
Major, WMSC .................. 


Entrance Requirements 
FOR ONE-YEAR COURSE 


a = Graduati from 


dited school of nursing. 

b = Baccalaureate degree with major in physical education. 
¢ = Two years of college with science courses. 

d= Three years of college with science courses. 

¢ = Baccalaureate degree with required science courses. 
FOR TWO-YEAR COURSE 

f = Two years of college with science courses. 

FOR FOUR-YEAR COURSE 

= High school graduation. 


ge G. Layee M 
Addoms 


S. G. M.D. ............. 


Oscar O. Jr., M.D. 
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Certificate 
Degree 


Certificate 
Degree 
Certificate 
Degree 


Certificate 


Certificate 


Diploma 


Certificate 
Cert. & 


Certificate 
Completion of Medical Field Service School 


Completion of Medical Field Service School 


Footnotes 
‘Male students admitted. 


*12 months’ course includes training at the Medical Fieid 
Service School and Fitzsimons or Walter Reed Army Hos. 
pitals. Apply directly to the Surgeon General, Department of 
the Army, Washington 25, D. C. 


*Additional college science credits required. 


da di tudent a 
ne P 


Address initial correspondence to the School of Physical Therapy in the 
institutions listed. Tuition and fees will vary from school to school. 


| 

Technical Director Requirement» Course Start a 
John W. Ghormley, M.D. a-b-d-e 12 mo Sept ec 
Floy Pinkerton 2 yrs 
abide I5mo Oct 
‘Cleveland Clinic, Cleveland a-b-d-e 12 mo Oct 
12 mo Sept-Feb 
iHermann Hospital, Houston a-b-d-e 12mo Oct Certificate 
N. Eggers, M.D... a-b-e 12mo Certificate 
Walter J. Lee, M.D... a-b-d-e 12mo_ Sept Diploma Fe 
Susanne Hirt g# 4 yrs Degree 
WISCONSIN 
Margaret g? Gyre Sept-Feb Cert. & Degree a 
Charles D. Shields, 
Agnes P. Snyder, 
Major, WMSC ; 
Luscombe, 
Harriet S. Lee, | 
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Juder to Current Literature 


Ambulation 
Immediate Ambulation. Alfred J. Cantor. American 
Journal of Digestive Diseases, February 1951. 
Arthritis 


Acute Suppurative Arthritis of the Hip: Report of a 
Case. Robert H. Hughes and Oliver K. Niess. U. S. 
Armed Forces Medical Journal, February 1951 


Cerebral Palsy 


A Survey of 400 Cases of Cerebral Palsy in Childhood. 
Patricia Asher and F. Eleanor Schonell. Archives of 
Diseases in Childhood, December 1950. 


Miscellaneous 


Development of the Care of the Orthopedically Handi- 
capped in New York City. Edgar M. Bick. New York 
State Journal of Medicine, February 15, 1951. 


A Handicapped Couple Builds a Wheelchair House. 
The Crippled Child, February 1951. 

Workshops: How They Help Train Workers for the 
Handicapped. John J. Lee. The Crippled Child, Feb- 
ruary 1951. 

Midcentury White House Conference on Children and 
Youth. Louise Baker. The Crippled Child, February 
1951. 

Post-operative Care. Frankis T. Evans. British Journal 
of Physical Medicine, February 1951. 


Poliomyelitis 


Muscle Spasm in Poliomyelitis. J. E. Caughey and D. S. 
Malcolm. Archives of Diseases in Childhood, March 
1950. 


Rehabilitation 


Conquering the Problems of Chronic Illness. D. Elliott 
O'Reilly. The Crippled Child, February 1951. 


Classified WANT-ADS 


WANTED: Qualified female physical therapist prefer- 
ably trained in cerebral palsy, for crippled children’s 
unit of State Health Center. Salary and possibility of 
heading physical therapy department for the entire Cen- 
ter dependent on qualifications and experience. Write 
M. A. Tarumianz, M.D., Supt., Gov. Bacon Health 
Center, Delaware City, Delaware 


WANTED: At once! Woman physical therapist with 
car for Health Department. Visiting type service, under 
order of family physician or consultant. Excellent work- 
ing conditions. Very attractive beginning salary, including 
travel allowance. Increase in 6 months. Write R. L. 
Loftin, M.D., Director, Bay Co., Co. Health Dept., Co. 
Bidg., Bay City, Mich 


WANTED: A qualified physical therapist for residential 

school for crippled children in Texas. Cerebral Palsy and 

Polio. Sept. 1 on nine mos. basis. Excellent working 

conditions. Address replies to Box 48, care of the Physi- 

cal Therapy Review, 1790 Broadway, New York 19, 


iN. 


PHYSICAL THERAPIST—Able to take charge of de- 
partment. 170 bed hospital near Detroit. Maintenance 
available in Nurses’ Home. Wyandotte General Hos- 
pital, Wyandotte, Michigan. 


PHYSICAL THERAPIST for crippled children’s school. 
New building, good salary, congenial staff. Contact 
Mr. Howard Feast, Executive Director, Society for Crip- 
pled Children and Adults, Inc., Children’s Hospital 
School, Eugene, Ore. 


RATES 
The rate per insertion is 75c per line. write 
your advertisement carefully and count char- 


acters and spaces per line. 


ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association. 


Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 

The Physical Review, 1790 
way, New York 19. 

It is uested that descri itive adjectives be used 

instead of actual figures when referring to salary. 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication; the ad- 
vertiser agreeing that the Editorial Commitee shall 
be the sole and exclusive judge of the acceptance 
of any advertisement. 


DEAD LINE 


Copy for want-ads must be submitted to the 
American Physical Therapy Association by the Ist 
of the month PRECEDING MONTH OF ISSUE. 
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Chapier Directory 


Alabama 
President, George Beni Arnold, 121 S. Ann St., 
Mobile 20 
Secretary, Ethel Mae Norton, 726 S. 34 St., Birm- 
ingham 
Arizona 
President, Mrs. A. Muriel W. Weber, 2404 E. 
Piccadilly Rd., Phoenix 
Secretary, Mrs. June E. Walker, 1838 N. 37 PIl., 
N.E., Phoenix 
Arkansas 
President, Geraldine Larson, 2112 Riverview, Lit- 
tle Rock 
ey. Ewing Guthrie, 314 N. Spruce, Little 


Roc 
California 

Northern California: 

President, Catherine M. Wallace, 823 Monroe St., 
Santa Clara 

Secretary, Patricia J. Kenney, 1680 Mission St., 
San Francisco 

Santa Barbara: 

President, Mrs. Rhoda Roberts, 111 James St., 
Oxnard 

Secretary, Mary Isham, 1734 State St., Santa 
Barbara 

Southern California: 

President, Sarah S. Rogers, Childrens Hosp., 4614 
Sunset Blvd., Los Angeles 27 

Secretary, Mrs. Mary Dodge, 11225 Ivy Pl., Los 
Angeles 34 

Carolina 

President, Marguerite Watkins, P.T. Dept., Co- 
lumbia Hosp. of Richland Co., Columbia 59, 


Secretary, Mrs. Sally Lowe, Rex Hosp., Raleigh, 
<. 


Colorado 
President, Esther Gillette, Room 220, Kittredge 
Bldg., Denver 2 
Secretary, Georgianna Harmon, 581 Williams St., 
Denver 
Connecticut 
President, Sarah C. Johnson, Norton Rd., Kensing- 
ton 
Secretary, Anna Daum, Newington Home and 
Hosp., Newington 
Delaware 
President, Jean Wiley, 42 Hurst Rd., Deerhurst, 
Wilmington 
Secretary, Mary L. McCarthy, 101 Rodney Rd., 


Dover 
District of Columbia 
President, Dorothy E. Voss, 107 Thor Dr., Rte. 1, 
Falls Church, Va. 
Secretary, Dorothy Barnhart, 918 18 St., N.W., 
Washington 
Florida 


President, Mrs. Audrey C. Lester, 300 Royal Palm 
Way, Palm Beach 

Secretary, Mrs. John Hedrick, 2986 S.W. First 
St., Miami 35 


Georgia 
President, Helen H. Vaughn, Warm Springs 
Found., Warm Springs 
Secretary, Mariana Johnson, Warm Springs Found., 
Warm Springs 
Idaho 


President, Marjorie Priest, 5 Peasley, Boise 
Secretary, appointment pending 

Illinois 
President, Viola Bryson, Box 1214, Unit 2, Hines 
Secretary, Mrs. Mildred Andrews, 1108 S. 8 Ave., 


Maywood 
Indiana 

President, Mrs. Patience Stom, 4625 Sunset Ave., 
Indianapolis 

Secretary, Nelda Johnson, 3001 N. New Jersey St., 
Crossroads Rehab. Center, Indianapolis 

Northern Indiana: 

President, J. Nelson Mosher, 918 Bellevue Ave., 
South Bend 

Secretary, Adeline Emmerling, South Bend Clinic, 
120 N. Lafayette Blvd., South Bend 

lowa 

President, Charlotte Vasey, 210 E. Davenport St., 
lowa City 

Secretary, Barbara Lee, Westlawn, Box 191, lowa 


City 
Kansas 
President, Anita Matthews, 803 S. Bleckley Dr., 
Wichita 17 
Secretary, Martha Wroe, 654 S. Hillside, Wich- 


ita 17 
Kentucky 
President, Eloise Draper, 2511 Concord Dr., 
Louisville 13 
Secretary, Mrs. Caroline Randolph, 146 Fenley 
Ave., Louisville 
isiana 
President, Helen H. Chatelain, 6436 Catina St., 
New Orleans 
Secretary, Audrey Ullman, Foundation Hosp., 
Jefferson Highway, New Orleans 20 
Maine 
President, Lois M. Burns, Hyde Mem’! Home, 
Bath 
Secretary, Rowena Walden, Me. Gen'l Hosp., 
Portland 
Maryland 
President, Rebecca Hastings, 1501 Pentridge Rd., 
Baltimore 
Secretary, Lois Phenicie, 3319 Westerwold Ave., 
Baltimore 18 
Massachusetts 
President, Mary Macdonald, 1203 Boylston St., 
Boston 
Secretary, Mrs. Margaret Cochrane, 23 Governor 
Andrew Rd., Hingham 
Michigan 
President, Mabel Holton, W. A. Foote Mem’! 
Hosp., Jackson 
Secretary, Marjory W. Ketchum, 917 Leahy St., 
Muskegon Heats. 
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Minnesota 

President, Hazelle M. Erickson, 3416 Fifth Ave. 
S., Minneapolis 

Secretary, Annette Larson, 177 Leavenworth St., 
St. Paul 11 

Southern Minnesota 

President, Esther Swartz, 15 12 Ave, N.W., 
Rochester 

Secretary, Frances Abendroth, 802 4 St., S.W., 
Rochester 

Missouri 

Eastern Missouri 

President, Lorraine Lake, 5534 Cates Ave. St 
Louis 12, Mo 

Secretary, Mrs. Ruth Benz, 2919 Forrest Dr., 
Alton, Il 

Western Missouri 

President, Thelma R. Wempe, 110 E. 40, Kansas 
City, Mo 

Secretary, Irene Deschner, R. J. De Lano School, 
3708 Linwood Blvd., Kansas City, Mo 

Montana 

President, Ruth Hansen, Cerebral Palsy Center, 
Billings 

Secretary, Dora Dykins, 214 Hawthorne Ave., 
Lewistown 


Nebraska 
President, Mrs. Mary Lindball, 3604 Grant St., 
Omaha 
Secretary, Mrs. Betty Soder, 611 N. 42 St., Omaha 
New Hampshire 
President, Louise B. Hills, Hollis 
Secretary, Mary Bullock, Route 4, Concord 
New Jersey 
President, Marie Heghirian, 307 Fairmount Ave., 
Jersey City 6 
Secretary, Jean Smith, 294 Montgomery St., 
Bloomfield 
New Mexico 
President, Mrs. Fern G. Livingston, Los Alamos 
Hosp., Los Alamos 
Secretary, Hilda Voetberg, 58 S. Federal PI., 
Santa Fe 
New York 
Central New York 
President, Donald McCuen, 101 Downing Rd., 
DeW itt 
Secretary-Treasurer, Thelma Gwilt, 106 E. Beard 
Ave., Syracuse 
Eastern New York 
President, Elizabeth Ammerman, 1168 Glenwood 
Blvd., Schenectady 8 
Secretary, Betty Nichols, 30 Front St., Schenectady 
New York Chapter 
President, Barbara White, 239 E. 58 St., N. Y. 22 
Secretary, Blanche Talmud, 161 W. 16 St., 
N. Y. 11 
Western New York 
President. Verona Blair, 34 Milton St., Williams- 
ville 21 
Secretary, Martha Morrow, P.T. Dept., Strong 
Mem’! Hosp., Rochester 
Ohio 
President, Marguerite McEachern, Franklin Co 
Soc. for Crippled Children, 620 E. Town, Co- 
lumbus 15 
Secretary, Elner |. Courtney, 921 Miller Ave., 
Columbus 6 
Oklahoma 
President. Mary E. Rexroad, 1423 N.W. 28, 
Okla. City 
Secretary, Stella Spaulding, 6500 E. 11 St., Tulsa 


THe PuysicAL THERAPY REVIEW 


Oregon 
President, Mercedes Weiss, 2134 S.E. 57 Ave., 
Portland 
Secretary, Elizabeth Fellows, 1530 S.W. Mill St., 
Portland 


Pennsylvania 
President, Bessie D. Johnson, 2 E. Mercer Ave., 
Havertown 
Secretary, Helen F. Snelbaker, 1311 Finance Bldg., 
Philadelphia 2 
Western Pennsylvania: 
President, R. Lewis Brown, 37 Florence Pl., Pitts- 
burgh 28 
Secretary, Martha Wratney, 1317 Iten St., Pitts- 
burgh 12 
Puerto Rico 
President, Priscilla Jusino, 204 Rossi St., Reparto 
Baldrich, Hato Rey 
Secretary, Teresa Rivera, Bayamon Dist. Hosp., 


Bayamon 
Rhode Island 

President, Helen Babcock, 12 Portland St., Provi- 
dence 

Secretary, Frances Roots, 81 Brown St., Provi- 
dence 6 

South Dakota 

President, Carol Spensley, c/o P.T. Dept., Royal 
C. Johnson Mem'l Hosp., Sioux Falls 

Secretary, Katharine J. Gale, 222 N. Grange, 
Sioux Falls 

Tennessee 

President, Elizabeth Speltz, 529 E. Davant, Mem- 
phis 

Secretary, Lt. Lucy R. Benjamin, U. S. Naval! 
Hosp., Memphis 

Territory of Hawaii 

President, Paula Sorg, Board of Health, Bureau of 
Crippled Children, Honolulu 1 

Secretary, Dorothy Nagano, 103 Ala Kimo Dr., 
Honolulu 17 


Texas 
President, Martha Schmalenbeck, Gonzales Warm 
Springs Foundation, Gonzales 
Secretary, Gladys Pauline Swayze, 827 Rutland, 
Houston 7 
Utah 
President, Helen Blood, 2876 Jackson Ave., Ogden 
Secretary, Mrs. Elizabeth K. Mooney, 259 S. Third 
St. E., Salt Lake City 
Vermont 
President, Lillian E. Kron, 342 Pearl St., Burlington 
Secretary, Lena M. Plaisted, 416 Pearl St., Bur- 
lington 
Virginia 
President, Mrs. Hilda Traina, 137 S. 14 St., Hope- 
we 
Secretary, D. Rose Funk, P.T. School, Med. Col- 
lege of Va., Richmond 
Washington 
President, Carolyn Bowen, 8623 41 St. S.W., 
Seattle 6 
Secretary, Alice Goodman, 5223 41 Ave., S.W., 
Seattle 6 
West Virginia 
President, Mrs. Marguerite C. Rukse, Box 85, Am- 
herstdale 
Secretary, Mrs. Georgia Traub, Morris Memorial 
Hospital, Milton 
Wisconsin 
President, Norma M. Grundemann, 3617 N. 13 
St., Milwaukee 6 
Secretary, Alice Butler, 3227 N. 36 St., Milwaukee 
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‘Training its own! 


To ease the shortage of qualified dietitians, 
physical therapists, and occupational therapists, 
the Army each year trains young women 

with the required collegiate preparation and 


aptitudes in these special fields. 


As second lieutenants in the Women’s 
Medical Specialist Corps, these women 
will serve at the completion of training as 
members of the military medical team, 
prov iding vitally needed care to 


patients recovering in Army hospitals 


from injury or illness. 


College women under 26 years of age, < 
with appropriate prerequisites, may apply " 


for one of three training programs: 


Dietetic Internship 


For Foods and Nutrition or Institution Management majors, a 12-month 
course, offered each year at Brooke Army Hospital, Fort Sam Houston, 


W Texas, and approved by the American Dietetic Association. 
omens Physical Therapy Training Course 


M For Physical Education or Biological Sciences majors, two 12-month 


courses conducted annually ; approved by the Council on Medical Educa- 
tion and Hospitals of the American Medical Association. 


Specialist Occupational Therapy Clinical Affiliation 


For candidates who are students in approved schools of occupational 
therapy and who have the required credit hours, a 9-month program 
conducted in selected Army Hospitals and approved by the Council on 
Medical Education, and Hospitals of the American Medical Association. 


For complete details on eligibility, pay during instruction, and other benefits, 
write: The Surgeon General, United States Army, Washington, D. C. 
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NO TANGLE WITH 
TELEVISION 


(Raytheon Radar Microtherm employs 
frequencies way, way above the 
television wave range. No danger 
of interference) 


TRY (7, 


without obligation on your part. Ask 
your dealer to make arrangements 
for a free trial in your own office. 
Microtherm's many advantages include: 
Penetrating energy for deep heating 


Desirable temperature ratio between fat 
and vascular tissue 


Effective production of active hyperemia 


Desirable relationship between cutaneous 
and muscle temperature 


Controlled application over large or small 
areas 


No tuning — no electrodes — no pads — 
no shocks or arcs — no contact between 
patient and directors 


NO TELEVISION INTERFERENCE TROUBLES 


RAYTHEON 
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RAYTHEON MANUFACTURING COMPANY 
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